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Mr. FLOOD. Now we have the Assistant Secretary for Health. The
presentation will be made by Dr. Charles C. Edwards, Assistant Secre-
tary for Health.

I see we have a biographical sketch of you we will insert in the
record at this point.

[The biographical sketch follows :]

BIOGRAPHICAL SKETCH OF ASSISTANT SECRETARY FOR HEALTH CHARLES C. EDWARDS,
M.D.

Birthplace and date : Overton, Nebr., September 16, 1923.
Education: University of Colorado, Boulder, Colo., 1045, Bachelor of Arts;

University of Colorado, Denver, Colo., 1948, Doctor of Medicine; University of
Minnesota, Rochester, Minn., 1956, Master of Science, Surgery,

Experience: Present, Assistant Secretary for Health ; 1969-73, Commissioner,
Food and Drug Administration; 1967 -09, vice president, Boos, Allen and Hamil-
ton; 1964-67, director, Division of Socioeconomic Activities, American Medical
Association ; 1963-64, director, Division of Environmental Medicine and Medical
Services, AMA; 1962-63, Council on Medical Education and Hospitals, American
Medical Association; 1961-62, instructor of surgery, Georgetown University Med-
ical School and Consultant to Public Health Service ; 1957-61, teaching staff,
Iowa Methodist Hospital and Mercy Hospital, Des Moines, Iowa ; 1956-61, private
practice, Des Moines, Iowa ; 1950-56, surgical fellow Mayo Foundation, Roches-
ter, Minn.; 1949-50, teaching fellow, University of Minnesota, Department of
Physiology; 1942-46, lieutenant, U.S. Navy, Korea.

Association memberships : American Board of Surgery, American College of
Surgeons, American Public Health Association, Institute of Medicine of Chi-
cago, American Medical Association, Economics Club of Chicago.

(1)
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Awards: Silver and Gold Award, University of Colorado Alumni Association,
May 1972; Founders' Award, Grant Hospital, Chicago, Ill., October 1972; hon-
orary chancellor of Florida Southern College for 1973 and Honorary Doctor of
Laws DegreeFebruary 1973.

Mr. FLOOD. Do you have some people you would like us to meet!
Dr. EDWARDS. On my immediate left is Mr. Muldoon who heads

our budgetary effort in the Office of the Assistant Secretary. On my
right is Dr. Simmons who is the Deputy Assistant Secretary and also
Director of our PSRO program. Next to him is an old favorite of
yours, Mr. Miller.

Behind me are the agency heads. Dr. Stone of the National Insti-
tutes of Health; Dr. Egeberg of the Alcohol, Drug Abuse, and Men-
tal Health Administration; Dr. Sencer, head of the Center for Disease
Control ; Mr. Buzzell, who heads the Health Services Administration;
and Dr. Endicott, Administrator of the Health Resources
Administration.

Mr. From Doctor, you have a prepared statement. How do you
want to handle this?

Dr. EDWARDS. It is your pleasure.
Mr. FLOOD. It is your show.
Dr. Enwmtes. Although the statement is time consuming, I think it

lays out clearly some of the high points.
Mr. FLOOD. What do you want to do?
Dr. EDWARDS. May I read it?
Mr. FLOOD. Proceed.
Dr. EDWARDS. Mister Chairman and Members of the Committee: I

welcome the opportunity to appear before you as you begin consid-
eration of the health portion of the 1876 budget for the Department
of Health, Education, and Welfare.

In view of the fact that you will examine very closely each of the
elements of this budget request over the next several weeks, I believe
it would be most appropriate for me to focus my remarks on the broad
policy issues and decisions that underlie our budget strategy.

FoGG'S OF LEADERSHIP FOR THE HEALTH AOTIVITIES

And in that connection first let me say that I believe one of our
most serious problemsone that prevades every aspect of the Fed-
eral health efforthas been the lack of what might be called a central
focus of leadership for the health aotivities carried out by the Depart-
ment of Health, Education, and Welfare.

I have no desire to dwell on the past, except to the extent that hind-
sight can give us a better sense of the direction we need to take for the
future. But I think it is accurate and realistic to say that this Depart-
ment, insofar as its ealth-related activities are concerned, has done
a less than effective job of developing a comprehensive strategy to
carry out the major health responsibilities assigned to it by the Con-
gress and the President.

PROLIFERATION OF HEALTH PROGRAMS

The incredible proliferation of health programs in the last decade
alone, added as they were to an organizational structure and a catalog
of health programs that have been growing over many decades, left
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the Department in dire need of a management and policydevelopment
system capable not only of administering its health responsibilities
with efficiency and effectiveness, but also of determining whether spe-
cific programs were actually serving the health needs of the American
people as they were intended, to do.

We are now hopefully building that capability, and in so doing,, we
are gaining, for the first time, the ability to make sound analytical
judgments about the real contribution of our efforts, about shortcom-
ings that remain to be overcome, and about the potential for using the
resources of the Federal Government to encourage and support needed
change in the way the pluralistic American health system acts to pre-
serve and promote the health of the people of this country.

I will not, at this time, detail the steps we have taken to transform
the Office of the Assistant Secretary for Health into the central focus
of health leadership to which I referred a moment ago. Those specifics
might be discussed more properly at a later time when the committee
takes up the budget request for my office.

But I feel it is important here to stress the fact that the budget
request now before you, while certainly not the product of a radically
different concept of the Department's role in the field of health, is a
document that reflects a new commitment to sound management and
rational planning? and one that looks to the selection of priorities by
the only appropriate criterionnamely, the benefit to the American
people.

When I appeared before you a year ago, my tenure as Assistant
Secretary for Health had just begun. At that time, I outlined some
of the goals and structural changes that I anticipated for the Public
Health Service to make it. more responsive.

REALINEMENT OF THE PUBLIC HEALTH SERVICE

This year the realinements are in place. We have in the Public
Health Service six operating agencies. These agencies are: the Na-
tional Institutes of Health, which remains essentially the same with
the exception of the manpower programs which were transferred to
the new Health Resources Administration; the Food and Drug Ad-
ministration which has not been changed; the Center for Disease Con-
trol, to which we have added the National Institute for Occupational
Safety and Health; the Alcohol, Drug Abuse, and Mental Health
Administration which consolidates into a new agency, programs that
were carried out by the former Health Service and Mental Health
Administration and the Special Action Office for Drug Abuse Preven-
tion in the White House. The Health Resources Administration which
was created by combining the health manpower programs formerly in
NM, the National Center for Health Statistics, the regional medical
programs, the Hill-Burton program, the comprehensive health plan-
ning activities, and the former National Center for Health Services
Research and Development; and finally the Health Services Admin-
istration, which includes the health services demonstration, develop-
ment, and delivery programs formerly in the Health Services and
Mental Health Administration.

All of these functionally alined agencies report to my office, and it
is our responsibility to provide policy planning and overall leadership
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for each of them. This we are doing through a structure which I shall
detail in subsequent testimony. It is important to note at this point,
however, that the Office of the Assistant Secretary for Health is also
the policy focus for health-related decisions affecting medicare and
medicaid and for such high priority activities as the program to de-
velop professional standards review organizations, to carry out nurs-
ing home improvement initiatives, and to coordinate the Department's
activities pertaining to population affairs.

LEG ISLATIVF1 PROPOSALS

Mr. Chairman, I believe the executive branch and the Congress
together are now at the threshold of achieving some important and
necessary changes that will substantially improlle this country's health
care system.

We have submitted legislation for a consolidated health planning
program that authorizes the establishment of health system agencies
composed of consumers, providers, Government officials, and others,
which would prepare and implement comprehensive plans for health
care delivery systems. New Health manpower legislation will be sub-
mitted to take the place of the present authorities, which expire on
June 30. And, as you know, a comprehensive health insurance plan
has already been submitted to the C,ongress to assure financial access
to adequate health services for all Americans!

The 1975 budget reflects a number of important new approaches
which I believe will help lay the ground work for changes in the
health care system, and thus give comprehensive health insurance a
far better chance to succeed.

PROFESSIONAL STANDARD REVIEW ORGANIZATIONS

One of the most important steps to increasing the effectiveness of
our health care system is the professional standards review organiza-
tions effort, When fully implemented this program will involve a na-
tionwide network of voluntary, nonprofit groups of local physicians
who will be responsible for assuring the qe/ality of inpatient health
services provided under medicare, medicaid, and the maternal and
child health programs. The peer review systems to be established
through the PSRO's will review the medical necessity of services, the
quality of care delivered, and the appropriateness of the care in terms
of length and method of treatment. We have included $58 million in
the 1975 budget for PSRO's, and we 'anticipated that we will have
signed agreements with 120 PSRO's by the end of 1975.

HEALTH MA I NTENA NCR ORGANIZATIONS

Another way we are seeking to improve the health delivery system
while still preserving the basic right of freedom of choice, is through
encouragement of the establishment of health maintenance organiza-
tions. As you know, these organizations provide comprehensive health
services on a prepaid, capitation basis with an emphasis on primary
care and preventive services. In fiscal years 1974 and 1975, the Depart-
ment plans to spend $125 million to develop HMO's, grants and con-
tracts will be used to support feasibility studies, planning and initial
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development, and will provide limited operational subsidies for HMO's
providing care hi medically and underserved areas. Included in this
$125 million is $50 million to capitalize a loan fund to be used to make
loans and loan guarantees to assist eligible HMO's to meet their initial
operating costs while building up their membership to a viable level.

EMERGENCY 3IEDICAL SERVICES

In the 1975 budget we propose to continue the emergency medical
services program at a level of $27 million. This effort, to be initiated in
1974, is another example of how we are attempting to improve the
existing health care delivery system. The current emergency medical
care resources of the country are far from adequate, _resulting in need-
less loss of life because of the inability to provide immediate and
proper medical attention to individuals involved in accidents, poison-
ings, and suddent illnesses.

Federal assistance to plan, initiate, or expand systems of emergency
medical services will be provided to State and local governments and
other public entities. This program is intended to assist States and
local communities to develop self-supporting systems to meet their
own needs and not to establish a network of federally supported
emergency-care systems.

NATIONAL CENTER FOR HEALTH STATISTICS

The successful implementation of these new programs I have been
disc ussingcompresensive health insurance, professional standards
review organizations, health maintenance organization, and emer-
gency medical servicesrequire sound statistical data and further re-
search and evaluation of the methods to deliver health care and to re-
duce the costs of care. The National Center for Health Statistics will
continue its efforts to gather accurate and extensive information about
the health of the Nation's population. We have requested $24 million
for its activities, an increase of $3 million over 1974. The increase will
be directed toward the expansion of the Cooperative Health Statistical
System initiated in 1973. Research and evaluation efforts will con-
tinue at a level of $42 million, and will focus on problems of access to
health services among different socioeconomic groups and geographic
areas, on the effects of health insurance on the demand for health serv-
ices, and on reimbursement for services provided by paraprofessional
health -care workers.

REGIONAL MEDICAL AND 'TTRTON PROGRAMS

As I have already suggested, a rational assessment of our accom-
plishments and shortcomings clearly dictates that we should de-
emphasize or terminate some existing programs. Accordingly, there
are no funds in the 1975 budget for the regional medical programs
or for the Hill-Burton program of support for hospital construction.

The concept of the regional medical programs as provided in current
legislation has not provided a successful means of changing health-
care delivery systems. This legislation expires in 1974 and we will
not seek extension of it. The Hill-Burton program, conversely, has
been successful. There is now an adequate supply of hospital bedF.
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for the Nation as a whole. We are now moving into an era where
virtually all medical care will be funded through some type of in-
surance plans which will include compensation for depreciation of
facilities. Thus, there is no need to continue this large-scale formula-
based support program to encourage construction of hospitals. The
Hill-Burton legislation expires in 1974, and we do not plan to seek
extension of it.

COMPREHENSIVE HEALTH. PLANNING

There is no appropriation request for the comprehensive health
planning program whose legislative authority also expires in 1974.
This does not mean we have given up on the support of health plan-
ning. On the contrary, as I have indicated, legislation has been intro-
duced which will support a new system of health resources planning.
We expect that the best elements of the health planning functions now
carried out under the comprehensive health planning agencies, the
State Hill-Burton planning agencies, certain of the existing regional
medical programs, and some of the experimental health services de-
livery systems projects can be redirected and absorbed into a new
system of regional health planning under the leadership of those who
are closest to the problems and best able to plan for their solution.

COMMUNITY MENTAL. HEALTH CENTERS

We are preparing to shift our emphasis from the direct support of
community mental health centers projects which have proven success-
fully the concept of community-based mental health care. Liberal
coverage for community-based care of mental illnesses under compre-
hensive health insurance will provide the financial means to support
the continued operation of community mental health centers.

HEALTH MANPOWER

The budget embodies a major change in an approach to the financial
assistance for the development of health manpower, and is in anticipa-
tion of new legislation to be submitted shortly to the Congress. It
represents a shift away from institutional support to encourage ex-
pansion of enrollment at health teaching institutions. If the current
level of enrollment in schools of the health professions is maintained,
we believe no significant shortages will develop in the coming years.
For example, it is estimated that at current enrollment levels, by 1985
the number of physicians will increase by 50 percent and dentists by
over 40 percent over the 1970 levels.

The focus of our new program will be on solving problems stem-
ming from the decline of primary-care physicians, the geographic
maldistribution of available health personnel, and the underutilization
of paraprofessionals. In 1975 we plan to obligate $441 million for man-
power activities.

ALCOHOLISM AND DRUO ADDICTION

The treatment of alcoholism and drug addiction have too long
I remained outside of the mainstream of the health delivery system. We
are continuing to support research into better methods to treat and

'it rol alcoholism. Since 1971 we have been supporting, generally on a
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3-year basis, community demonstration projects which have been
directed toward a better awareness of the problems, toward better
methods of dealing with alcoholism problems in special population
groups, such as Indians, and toward fundamental improvement in the
methods of treatment and rehabilitation of alcohol abusers.

In 1975 we will contract with profitmaking institutions to organize
and establish alcoholism treatment programs in private industry which
can later be supported by private health insurance programs. Assist-
ance will be given to States to implement the "Uniform Alcoholism and
Intoxication Treatment Act," and we will continue to fund selected
projects aimed at special risk populations. The States will continue
to receive assistance in conducting their own treatment and rehabilita-
tion efforts through the State formula grant program.

It is perhaps too early to say whether we have turned the corner
in the incidence of drug addiction. But I am able to report that treat-
ment is available for all addicts who want it. Through the project and
formula grant program we are providing a national treatment capabil-
ity for 95,000 patients in 312 separate programs. Although the budget
request for drug abuse will drop from $243.5 million in 1974 to $216.6
million in 1975, we still will be able to maintain the same level of
treatment capacity in 1975. In 1975 all States will be providing drug
treatment and services and they will be assisted through expanding the
formula grant program which will rise from $25 million in 1974 to
$35 million in 1975.

BIOMEDICAL RESEARCH

While there remains much to be done to improve the way in which
health services are delivered, we cannot lose sight of the fact that
scientific research is the key to better understanding Of the causation
of disease, and thus to its prevention and control. For that very reason,
biomedical research remains a critically important part of our total
health effort.

The National Institutes of Health commands the largest of the
budget request for the six health agencies of the Department, represent-
ing nearly 40 percent of the funds We are requesting. The NIH budget
request embodies continued major research and development initia-
tives in cancer and heart disease, the first and second leading causes of
death in the United States. We, are requesting an additional $95 mil-
lion for the cancer and heart and lung programs. This will give us the
authority to spend some $600 million on cancer and $309 million on
heart and lung research in 1975. The budget request maintains the
other research activities of the National Institutes of Health at about
the same level as authorized in 1974 with the exception of a reduction
in the general research support grant program.

Most of my attention thus far has been directed to those programs
which are seeking to change and strengthen the health care system.
Another important mission, of course, is to prevent disease.

CENTER FOR DISEASE CONTROL

The Center for Disease Control over the years has concentrated its
efforts on assisting State and local health organizations in reducing
the spread of communicable diseases, in providing protection against
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environmental hazards, such as lead-based paint, and in improv-
ing the health and safety of American workers. These efforts
will remain at essentially their present levels in the 1975 budget re-
quest. We will continue our project grant support of venereal disease
control efforts at a level of $24.8 million. The results of this control
program are encouraging. The incidence of gonorrhea is still increas-
ing, though not as fast as it has been, and we can expect it to level
off next year. Significant improvement has been made in the control
of syphilis, and we are now projecting a slight decline in the incidence
of infectious syphilis in the coming year.

NEW HEALTH EDUCATION EFFORT

In 1975 we are requesting $2 million for a new health education
effort. It is our goal to e,striblish a central point to coordinate the on-
going health education programs of the Federal Government and
to explore the feasibility of forming a National Center for Health
Education in the private sector.

NATIONAL HEALTH POLIOY

We are beginning, I think, to develop a working partnership among
the executive and legislative branches of the Federal Government,
State and local governments, the leadership of the private health sec-
tor, the academic community, industry, and consumers of health serv-
ices, each of whom can and should have an effective voice in the de-
velopment of national health policy and the strategic plans for carry-
ing it out.

In summary we are requesting of this committee a total budget
authority of $4.1 billion in 1075 for the programs of the Public Health
Service.

I welcome the opportunity to appear before you, and my associates
and I are ready to answer any questions the committee may have.

Thank you.
Mr. FLOOD. Thank you.

REORGANIZATION OF HEALTH AGP,NCIES

Dr. Edwardsi the health agencies down at HEW have gone through
repeated organizations in the past 10 years and the latest reorgani-
zation seems to pat ill. back where we were two or three or four re-
organizations ago. Don't you think it is about time we declared a
moratorium on further reorganizations, have one more reorganization
against any more reorganizations, something like that, and get down
to the business of finding out how to improve the health of the Ameri-
can people and skip these reorganizations? Somebody is making a
career out of them.

Dr. EDWARDS. I agree 100 percent..
Mr. FLOOD. Do you want, to say anything more than yes?
Dr. EDWARDS. t am like you. I haven't been quite as closely involved

for the past 10 years, but I have been very much interested in and
fairly involved, and I certainly agree with you that there has been
far, far too much in the way of organizations and reorganizations.
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There are times when reorganizations are certainly very appropriate,
but I think at this point in time we have done all of the reorganizing
we need to do, and we need to get on with our business. That is what
we are trying to do right now.

Mr. FLOOD. Did I write that for you?
Put in the record a chart showing the current reorganizations of

the health agencies, just the health agencies.
[The information follows:]
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We have a great many complaints, and that is an understatement,
about the reorganization of the regional offices, and particularly about
the maternal and child health staff, the way.they are being treated and

ikicked around. There is no doubt in my mind that you are receiving
the same kind of complaints. I don't think there is any question
about it.

Will you please explain how you are reorganizing the health staff in
the regional offices where there is so ranch, very much opposition to it..

Dr. EDWARDS. Mr. Chairman, as you know, whenever you make some
changes there is always some opposition.

Mr. FLOOD. Some changes I am for. A new elevator operator now
and then.

Dr. EDWARDS. To say that the maternal and child health constituency
is not well organized would be one of the great understatements of the
day. They are well organized, and some of the changes have disturbed
them, We believe, though, the general organizational setup of our
regional offices makes sense. Previously all of the regional health
administrators reported to, the Director of the health Services, Mental
Health Administration. We felt the first, change, that had to be made
was that the regional health administrators should be reporting to the
Assistant Secretary for Health because they did not represent just one
agency.

11fr, FLOOD. That is you.
Dr. Enwaans. Right. They did not represent one agency but all of

the agencies, in the region. So that was the first

ithing.

we did.
We then set up in my office, a small office, the Offiee of Regional

Health Affairs, which in a sense did not get involved itself with the
proyrammatie activities in the regions but nevertheless was the focal
point for transmission of information and budgetary data, allocation
of resources, and so forth.

In addition to that we renamed the top health man in the region
and gave him a new title, the Regional Health Administrator, giving
him line responsibility over the health activities in each of the regional
offices. We felt we had to have someone at whom we could point the
finger who we knew had the responsibility for seeing to it that the
programs in the regions were appropriately implemented. This in
essence is the philosophy behind what we have done.

We have moved away a bit in the regions, as we have here in head-
quarters, from the categorical approach to all organization matters
to a more flexible approach where from the managerial point of view
we feel it, allows us to use our resources more adequately, allows the
managers to use their manpower resources in a more appropriate way,
and permits us to deal with matters that have created some problems
in connection with some of our constituency. But nevertheless we do
in all of the regions and here at headquarters have specific managers
in charge of definite programs. So I think many of their fears are ill
founded.

MATERNAL AND CHILD HEALTH STAFF

Mr. noon. What is ill founded about the fears of the people in the
Maternal and Child Health staff 1

Dr. Eawaans. I think they think in a sense we have lost interest in
that program, which is not true at all. We feel it, has a very high pri-
ority. But part of this also is that there has been more than a small
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amount of concern on their part about the administration's decision
to move from a project grant operation to the formula grant opera-
tion. This too has created some problems.

STAFFING AT TIIE NATIONAL INSTITUTE or MENTAL HEALTH

Mr. FLOOD. We have also been told pretty much that the staffing
iat the National Institute of Mental Health is being cut back dras-

tioally. As a matter of fact. I wrote a letter to Secretary Weinberger
on that. Is it a fact thatwe call it NIMHthat they got an 18-per-
cent cut in staffing? Mental health is a, big deal and NIMII is going to
be a big thing. Up comes a message everybody is for it, and it gets cut
18percent.

1Vhy in view of all of this do you single them out fo'r such a large
reduction in staffing? That is a kiss of death. The worse thing, in other
words, that can happen at NIH is have somebody say we are for you,
and bang.

Dr. EDWARDS. I think it is fair to say that originally our 1974 posi-
tion ceiling may have required a cutback. This has been rescinded, and
at this point in time we are not planning any employment reductions.

Mr. MILLER. As a matter of fact we notified the Congress yesterday
that we would make sure that there would be enough employment in
the NIMII.

Mr. FLOOD. Yesterday ?
Mr. MILLER. Not in writing. We ratified several congressional sources

by phone calls made yesterday, Mr. Chairman, that we would make
sure there would not be a reduction in force in the Alcohol, Drug Abuse,
and Mental Health Administration.

Mr. FLOOD. Who did. you call up here, the Subcommittee on Agri-
culture or what

Mr. MILLER. Members of the Maryland delegation,

HEALTTI PROORAMS BUDGET, 1975

Mr. FLOOD. The 1975 budget for health programs, the whole works,
certainly does not look very impressive to many people despite all of
the rhetoric. In fact, I have heard many experienced observers, some of
the long-haired, flatheeled boys that know this business, say this
year's health budget is worse than last year's. If you can imagine any -
thin g worse than that you are under the gun. How much influence did
you have on this 1975 budget ?

Dr. EDWARD*. I think wewhen I say "we" I mean myself and the
agency headshave had significant influence, in the development of the
budget. I would be less than frank if I said the budget, reflected all we
wanted, and I suspect it is probably true as with most budgets that op-
erating people are never totally satisfied. I wouldn't categorize this cer-
tainly as a disaster budget like I would have last year's. I think there
are some things in it that you can question in terms of the adequacy of
some of the funding. But I think in light of some of the budgetary
problems it, is a pretty good budget.
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ERDUCTION OF A HALF A BILLION DOLLARS

Mr. FLOOD. Don't you feelyou don't look it, but don't you feel that
you have any visceral sensations about defending a budget which re-
duces appropriations for health agencies by over half a billion dollars I
That impresses oven the Appropriations Committeehalf a billion
dollars.

Dr. EDWARDS. I hadn't. looked at it quite in those terms.
Mr. FLoon. I guess not. But all of those round figures, half a billion,

and you don't feel uncomfortable at all about coming up here with it?
Dr, EDWARDS. There are obviously certain parts of the budget that,

as a health professional, I am less than comfortable with, but I think
it has to be looked at on a program by program basis to assess the
impact of the half a billion dollars difference.

I think we have to look further into that half billion dollars. It is
important to recognize that approximately $315 million of this $500
million represents hospital construction grants the Hill-Burton pro-
gram. We have not included Hill-Burton in the.1975 budget.

I" also think it important to point out that while we have not
included it, there is currently available in our bud et for hospital
construction about $570 million and in 1975 about $317 million will
be available. Although on paper there is $200 million less in our
budget for hospital construction, the pipeline will be fairly full.

I thinkit also important to point out that included in that half
billion is the reduction in health manpower.

We are proposing that capitation not be eliminated but be reduced.
The capitation amounts to about $36 million of the half billion
dollars.

The other two items I would want to mention are comprehensive
health planning and the regional medical program which represent
about $112 million in this year's budget. We are not going to propose
that much for health planning for 1975, but once we get legislation we
will be requesting funds for it. These are not reflected in our current
budget for 1075.

In the final analysis there is no question that there is a reduction.

U.S. HEALTH STATUS

Mr. FLOOD. Here are some statistics we picked up. I will read them
to you.

To date, the United States ranks 14th in infant mortality, 11th in
maternal mortality, 22d in life expectancy for ment 7th in life ex-
pectancy for women, 16th in the death rate of middle-aged men,
Sth in doctors per population.

This is the United States of America I am talking about,. With all
this Nation's resources, with everything everybody says on the Fourth
of July, why doesn't our health record. look better than that!

Dr. EuwAaos. It is difficult to argue with these statistics, Mr. Chair-
man.

FL000. That is right.
Dr. EDWARDS. Again, one has to compare apples with apples and

oranges with oranges. I think one has to recognize the heterogeneous
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population that is present in this country. The number of people that
we have in our population in this country is far larger than some of
the countries that are ahead of us in the statistical race, if you will.

I think overall, although I cannot argue these figures speeifically----
Mr. FLOOD. You have discussed derivation of ancestry as among

groups. Here we aro supposed, after all these years, to breed out the
bad. It is supposed to be much, much better. It was your speech. I
read it.

Dr. EDWARDS. I would not go quite that far.
Mr. FL000. That is the theory.
Dr. EDWARDS. To make this really realistic, I think we have to com-

pare Swedes with Swedes, and so forth.
Mr. FLOOD. In Sweden.
Dr. EDWARDS. In Sweden, yes.
My whole point is that I do not think these statistics accurately re-

flect the true state of health in this country. That is not for a moment
to suggest that we haven't a long way to go to put ourselves in the
position we would like.

PHYSICIANS PER CAPITA

Mr. FLOOD. Let us take the last item. What has it to do with Sweden?
We are eighth in doctors per population. Take Sweden or whatever
you want, what about that one?

Dr. EDWARDS. Dr. Endicott might like to speak to that. I am not
sure who are the seven above us.

Mr. Fwoo. Do you want to settle for seventh?
Dr. Emorcorr. Israel is one which has a higher ratio, They have

had an excessive migration into their country.
Mr. FLOOD. That is exhibit A.
Dr. EDWARDS. We run into the problem that someone was telling me

this morning. In the Philippine Islands, as an example, there are
probably as many doctors in non-medical jobs including driving taxi-
cabs as there are practicing medicine.

Mr. From Except the ones that come here from someplace else.
Dr. EDWARDS. Right. But they have more physicians per capita in

the Philippine Islands.

FOREIGN MEDICAL GRADUATES

Mr. Flom Walking down the halls in our general hospitals, I do
not know what they are saying. I do not know what town I am in.

Dr. EDWARDS. The point I was making is that our standards for
medical education are much higher here. They turn out far more
doctors in some of the countries that would rank ahead of us. As a
result of that, I think in some of the lesser developed countries we
do find the problem that doctors are not fully employed.

I think certainly here in the United States we fully employ our
doctors.

BUDGET FOR NATIONAL INSTITUTES OF HEALTH

Mr. FLOOD. I have heard that,. That has been mentioned.
The budget, again, proposes increases for the National Cancer In-

stitute and the Heart and Lung Institute, but a reduction for all the
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other Institutes in NIII. Cancer, Heart, Lung. Everybody else gets
a reduction. How can you defend such a budget for NIH? We had all
these buildings set up. This subcommittee had a lot to do with it.

Dr. EDWARDS. Let me speak to that, if I might, Mr. Chairman.
Mr. noon. When we first came here, it looked like Yankee Stadium

out there. We know everyone of those buildings out there.
Dr. EDWARDS. We certainly recognize that there are significant in-

crease in both the Cancer and the Heart and Lung Institutes' budgets.
The point I would make is that the priorities that have been given to
the Cancer Institute and to the Heart Institute are priorities that were
established both by the Congress and by the President. We have had
no control over that.

Actually, the budget of the NIH representsDr. Stone can speak to
thisa significant increase in cancer and heart. The rest of the In-
stitutes have stayed, for all practical purposes, about level.

We have eliminated this year, I think very justifiably, approximately
$44 million in research resources which is the general research support
grants. I think a good case can be made for the elimination there. The
other Institutes have stayed where they were, status quo.

Mr. nom. Did you ever hear about inflation?
Dr. EDWARDS. Yes.
Mr. FLoon. It hasn't stayed very still, has it
Dr. EDWARDS. Dr. Stone and I have argued at some length about the

need to maintain balance among programs at the National Institutes of
Health. I think we have to be very careful that we do not give _priority
programs so much funding, particularly at the expense of other pro-
grams. I think we are bordering on that at this particular point.

HILL-BURTON GRANTS

Mr. Puaon. One of the most controversial things in your budget is
the elimination of the Hill-Burton grants. We understand your posi-
tion is that there are already too many hospital beds. However, the
American Federation of Hospitals toll us there is a shortage of 90,000
Ws.

What are the facts? They are pros. You are always interested in pros.
You are a pro yourself. Yon always go to bat for the pros. There is
nothing wrong with that.

The doctors have not found out yet that they are not running the
hospitals. They are run by the administrators. They know, and they
say that they are 90,000 beds short.

Of course, they are special pleaders.
Do you have any statistics on that If so, we would like to have them.
Dr. EDWAADS. I think you have given the hospital administrators'

figures a little more credit than they are deserving of. I cannot tell you
how they come up with this 90,000 figure. There Is no question that we
have shortages in certain categories. I think the inner city hospital
problem is one in terms of both renovation and new beds.

There are spots where we do need more hospital beds. In toto, we
feel the bed capacity is sufficient.

Mr. FLOOD. In toto. That is a very good word, but if you are not in
that town, you are in trouble, especially with the gas shortage.

12429 0 14 2
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Dr. EDWARDS. This year, 1974, we have available MT a half billion
dollars in our Hill-Burton program. We will go into 1976, after hav-
ing obligated about $250 million of that $567 million, with about $316
million in 1975 for hospital construction.

Mr. noon. You mean modernization.
Dr. EnwAnos. It is in Hill-Burton, and it can be used either for new

construction or for modernization. Most of it right now is being used
for modernization.

HEALTH MANPOWER TRAINING

Mr, FLOOD. Another controversial proposal is the reduction in the
support of the training of health manpower. The Secretary told us
we are training too many people. He sat right in that chair and said
it yesterday. We understand the NH! has studies showing there is a
shortage of 30,000 doctors right now.

Do you have any statistics, or studies, or hard evidence to support
the fact that we are in danger now of training too many doctors and
health professionals) They tell us wo need 50,000 doctors last night,
we need 200,000 paramedics last. night. Now there is a danger that we
are training too many. What goes on?

Dr. EnwAnns. Mr. Chairman, do not think there is it danger. There
could conceivably be A danger Of training too many. I do not think the
Secretary meant what he said if he said there are currently too many
doctors, r think what the Secretary

Mr. FLOOD. You don't think Secretary Weinberger meant what, he
said?

Mr. MILLER. do not think he said "currently." think he said there
is a, danger if we continue the way we are going.

PHYSICIAN OUTPUT RY 1080

Mr. FLOOD. Let's use rates instead of current figures, then.
Dr. EnWARDS. I think we have made rather sigmificant strides over

the last decade. I think we have increased the enrollment in our medi-
cal schools from approximately 8,000 admissions or graduations per
year to about 14,000 or 16,000 in 1975. According to our calculations,
if we continue the present output, by the 1980's we will have increased
the supply of doctors in this country by approximately 50 percent.

I think that is probably what the Secretary was referring to. I am
not even sure that will be too many.

The real issue is not aggregate numbers. The real issue, I think
and I believe most will agreeis, first, how do we distribute this
number and what kinds of doctors do we train ? Those are the issues
we have to come to grips with.

We will try to put. the emphasis over the next few years on geti ing
more primary care physicians and getting a better distribution of
them.

OUTPUT OP PARAMEDICS

Mr. FLOOD. What about your paramedics? Two years ago your
people nearly broke down and cried about paramedics. Now they are
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closing places out in Seattle where they were doing this. There was a
long waiting list from the AMA. The greatest thing since canned beer.
Now they do not want paramedics.

1)r. Enw Anna. No. We want paramedics. I think not just the Fed-
eral Government, but the private sector as well, has been very slow in
defining the role of the paramedic. As a result, we have not figured
out how we are going to pay them. We have to better define what
their role is to be and we have done a pretty poor job of this.

There is no question in our minds tliat we have to have the allied
health professionals or paramedics if we are really to increase our
utilization of doctors.

Mr. FLOOD. That is just what I said.
Dr. EDWARDS. I think the enrollment in our allied health schools

is such as to indicate sizable numbers are being trained.

SHORTAGE OF nosprrab BEDS AND SUPPLY OF PHYSICIANS

Mr. From I go out and make speeches and I say what you fellows
say here. I come back next year and I wouldn't dare go back to that
town again because it is a different story year after year. I am afraid
to open my mouth, if you can believe that, but that is the way it is.

Dr. SIMMONS. There is some material on two of these points that
Dr. Edwards and I have discussed before but which he omitted.

On the need for additional beds, it is very difficult to understand the
figuie that you have mentioned, given the fact that the American
Hospital Association's own statistics in 1972 show a less than good
occupancy rate for the Nation's hospitals, and that is falling. In fact,
in hospitals under 100 belle, the occupancy rate in 1972 was 66 percent,
and for 200 to 300 beds, 77 percent.

To run one efficiently, the occupancy rate is supposed to be 86 or 90
percent. It is pretty hard to be concerned that we have a shortage of
hospital beds, although there may be locally.

On the total number of physicians, the figures that we have devel-
oped in conjunction with a lot of bright people on the outside show
that our problem may not be answered by more physicians. There
are already countries that have less physicians than we have who
do much better than we do.

Mr. FLOOD. I have heard that argument before for 11 different
reasons.

Dr. SIMMONS. That is right, just as there are 11 different reasons
why the United States looks the way it does in certain mortality
statistics. That is the point we want to make. It may not be that
simple.

Mr. noon. I got their story. Now I want yours.
Dr. Euw.tans. In the allied health professionals
Mr. noon. I did not ask them. I just took the figures.
Dr. EDWARDS. I think the fact that we are not recommending capita-

tion and recommend decreased funding for this in no way indicates
that we have lost interest in this particular operation. It is just that
we feel these people can probably provide for their own education
through other mechanisms.
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LEGISLATIVE AND BUDGET PROPOSALS FOR HEALTH MANPOWER

Mr. FLOOD. I tell you something else the Secretary told us. He told us
that the legislative and the budget proposals for health manpower will
do the following things: maintain current training practices, encourage
better geographic distribution of medical personnel, increase the pro-
portion of new doctors trained in the delivery of primary care, a point
you were about to make' make better use of paraprofessionals, attract
more women and minorities into the health professions. That is about
everything I was thinking about. saying. He told us the President's
budget proposals will do all those things.

Will you please tell us how it is possible to do all those good things
with less money? Also tell us specifically which of the legislative and
budgetary proposals that he talks about would accomplish each of those
objectives.

Dr. EDWARDS. I think what he was referring to is that we have built
up, principally through capitation over the last 6 or 7 years, a student
level in our medical schools that we feel is adequate to provide the
numbers of physicians that we need over the next. decade.

Mr. FLOOD. When you cannot get into a medical school with a shoe-
horn?

Dr. EDWARDS. That is true, it is very difficult to get into medical
school.

Mr. FLOOD. Very difficult.
Dr. El:1\mm. But just because it is difficult to get in does not neces-

sarily mean that we should be building more medical schools.
Mr. FLOOD. All right. Go ahead.
Dr. EDWARDS. I think he was also referring to the proposal that we

will be submitting to the Congress very shortly on health manpower
and that is that it will do the things that he outlined including main-
taining currentcapacity.

Mr. Fula). Everything that I said he said.
Dr. EDWARDS. Yes. I think he was referring to the manpower legisla-

tion proposal that we will be submitting to the Congress.

CAPITATION GRANTS

Mr. Fi.00n. The budget calls for a phasing down of the capitation
grants for schools of medicine, osteopathy, dentistry, nursing, and so
on, but it seems to assume that the schools will be able to make the
proper and necessary financial adjustments.

How can these schools that we are talking about take all those cuts
when they are all broke? How do you do that ? With mirrors?

Dr. EDWARDS. First of all, I do not, think they are all broke.
Mr. FLooe. I can think of three.
Dr. EDWARDS. I can also think of three. You are right there.
Mr. FLOOD. I can think of three that are not broke. Three and a half.
Dr. EDWARDS. I think we have to ask ourselves if some of their finan-

cial problems arc not of their own creation?
I have never seen a medical school vet that I felt was operating in

the most efficient fashion that it could. I think there is still some fat
in most medical school budgets. We feel strongly that we have to main-
tain some level of capitation support.
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I think we can rely, particularly in State schools, on increased tui-
tion, and I think some States have assumed a much greater role in the
financing of medical education than others.

I think across the board, States can probably do a better job than
they have been doing in supporting medical schools.

I think this fills the slack for the amount we are reducing in capita-
tion plus what they are able to generate by increased tuition and in-
creased State support.

TRAINING GRANTS AND FELLOWSHIPS

Mr. FLOOD. You did not have anything to do with last year's budget,
but you do now. Last year the budget proposed to eliminate training

igrants and fellowships in all fields of medical research across the board,
but Congress did not adopt that proposal. Funds were appropriated to
keep the training grants and fellowships alive.

Nevertheless, despite what Congress did, we continue to receive re-
ports that all these programs are being discontinued, We specifically
earmarked and appropriated these funds to continue the NM training

. grants and fellowships. We wrote you letters about it and asked ques-
tions about it. There were terrific majorities for it in both Houses on
both sides of the aisle.

Is this money being used for those purposes?
Dr. EDWARDS. Yes. We have cut back on some of our training pro-

grams. It might be well if Dr. Stone commented on this.
Dr. SrosE. The money is being expended. The method of support is

being changed from training grants to fellowships, Mr. Chairman.
The money is being spent.

Dr. EOF.BERO. In 1974, training programs have been restored to ap-
proximately their. 1973 level, consistent with the intent of Congress.
This means that grantees will be receiving costs as well as funds for
student stipends. We do not want to lose the faculties that have been
built up.

Mr. I'Loon. Of course, that puts you in opposition to the school of
thought about giving money to students instead of institutions, does
it not

Dr. EOEBERO. In our categorical training programs, we think that it
is essential to pi uvide institutional support as well as student, support,
I should point out, however, that only stipends are paid in our ex-
panded fellowship program.

Dr, Elm-Aims. Certainly the 1975 budget has much more institutional
support than did the original 1974 budget proposed by the. adininis-
tration. We have cut back some but, nevertheless, there. is some insti-
tutional support.

NEED FOR SUPPORT OF RESEARCH TRAINING

Mr. Fi.00n. /fare you any better statistics or any concrete evidence as
to the need for support, of research training than you were able to
give us last year? Last year it was lousy. Do you have anything this
year? Of courses you had only been here 2 weeks. Is there anything
better, this year, in the way of concrete evidence?

Dr. EDWARDS. You are speaking of research training?
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Mr. FLoou. To support research training. Last year's record was
terrible.

Dr, &mixt. We are installing mechanisms to produce those figures
ion a prospective basis. We have included in the reports of the training

grants and fellowships and the other grant support, manpower re-
porting requirements that will give us better evidence in the future of
manpower utilization from which we can project manpower needs.

Mr. FLOOD. OK, but when will we get it here?
Dr. STONE. We will not have those figures for several years, Mr.

Chairman.
Mr. FLOOD. All we have to do is keep breathing?
Dr. STONE. I certainly hope so.
Mr. FLOOD. With the help of the Department of HEW.
Dr. EDWARDS. I think it fair to say, not just in this program, that

we have not accumulated some of the evaluation statistics that we
should have been generating over a long period of time if we our-
selves are to have and if we are to give you the kinds of information
you need to make these value judgments.

ARTHRITIS TRAINING GRANTS

Mr. FLOOD. In keeping with what you said, we already know, de-
spite the intentions of our committee, the NIH reduced training grant
funds in the fiscal year 1974 budget for the arthritis program. It is
down now to 41 trainees this year from 84 in 1972. By next year the
arthritis program will be about completely phased out. There will be
only 4 trainees remaining in the whole shop.

Dr. STONE. Programs, sir, training grant programs. The number of
individuals in fellowships will increase.

Mr. FLOOD. We' ave the phase, "training grant funds."
Dr. STONE. Funded.
Mr. FLOOD. F-u-n-d-s, training grant funds. That is what we have.

What does that mean/
Dr. STONE. We will get you accurate information and make sure you

have it.
Mr. Woon. All right. Let us determine the accuracy. Let's just get

the information. We will weigh it in the balance.
Dr. STONE. All right, sir.
[The information follows :]

ARTHRITIS TRAINING PROGRAMS

Fiscal year-

1973 1974 1975

Trainees (under institutional awards)
Postdoctoral and special fellowships
Research career development awards
Research career awards
Research training f ellowships

Total

60
I?
10

1

SO
6

10
1

14

4
4
$
1

211

33 81 41
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PEER REVIEW SYSTEM

Mr. FLoon. We believe that the peer review system for reviewing
research and training applications works pretty .darned well, but
there, is one thing about it that concerns us. That is the danger that
the members of the review panels may constitute a research establish-
ment or fraternity, a closed corporation, a so-called "in" group which
shuts out unorthodox ideas. I do not mean personalities. You do not
like Joe Zilch because he comes from that school, or you knew him
when. I do not mean personalities. I mean unorthodox ideas.

Every once in a while we get complaints here from a scientist who
thinks he has a good idea, and he cannot get NIH support to pursue
it because his idea is at odds with current conventional wisdom in that
field. Whether he is a nut or not is something else.

0.. Tarse, very few of us are in a position to evaluate that one way
or the other. The question is: Have you ever considered establishing
an appeal board and, preferably, to have that appeals board com-
prised of scientists, recognized top-flight guys from other fields than
the one this individual is in that we are worried about, to consider
complaints of that nature?

With all the money we are spending on medical research, we May be
shutting out just one brilliant but obscure innovator who may turn
out to have the breakthrough for a great scientific idea. That worries
its right along. What about that?

Dr. EDWARDS. I think your concern is very legitimate.
Mr. FLooh. As an old trial lawyer, even I am for an appeals board.
Dr. EDWARDS. I have not thought about it per se.
Dr. SroNt. Yes, sir, it has been discussed at NIH, and it is still under

discussion.
Mr. FLOOD. That will be the end of that.
Dr. EGEBERG. In case it is the end, which I doubt, there is an addi-

tional resource which should be considered. That resource is the dean
of the medical school. The dean could provide funds for a year or so
to prove whether or not the young investigator has something worth-
while that should be supported.

Dr. EDWARDS. I think your idea has merit, and I think we should
pursue it.

Mr. FL OD. This is nothing peculiar to NIH. I am on Defense ap-
propriations. It is an establishment thing. Imagine being on Defense
appropriations and HEW appropriations, robbing Peter to pay Paul.
They have all kinds of appeals boards, real good, solid things, and
not from the same outfit. They take a handful of people who are all
top-level scientists.

Mr. Michel.

PROFESSIONAL STANDARD REVIEW ORGANIZATION

Mr. MICHEL. Let us go through your testimony and cover some of
the items I have blocked out here.
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You requested $58 million in the 1975 budget for PSROs, and you
anticipate you will sign agreements with 120 by the end of 1975.

Question No. 1: What leads you to believe there will be 120 signed
agreements in this coming fiscal year?

Dr. EDWARDS. May I ask Dr. Simmons to speak to that. He is the
director of the program.

Dr. SIMMONS. There are 203 potential PSROs from the areas des-
ignated. We already have on file 300 letters from throughout the
country from organizations interested in coming in to discuss plan-
ning contracts for PSROs. Is it an estimate? Is it very hard, really,
to know. .

Mr. NftcHm. What if we cut that figure in half; what would
happen?

Dr. SIMMONS. I think it would seriously hurt the possibility of the
program succeeding, frankly.

Mr. MICHEL. Would that be a popular move out in the country?
Dr. SIMMONS. Not among the public.
Mr, Mtclizu, What does the public know about PSROs?
Dr. Samos's. They do not know too much about PSR0s, but they

do know increasingly about very serious problems in medicine. In
fact, just last night I was reading over an article in Medical World
News on "How Well Does Medicine Police Itself ?" It is really a very
shocking kind of article. It took a, nationwide sample of how well the
profession is doing in policing itself, finding where the problems exist
and dolpg.something about it.

This is just one of many more articles appearing in the medical and
lay literature. There are problems, and some system has to beset
up to take care of those problems that does not exist now.

I think as the public starts understanding thatI know responsible
members of the profession already dothey realize that we have to
establish a better system than we now have, and we should get at it. It
is long overdue.

Dr. EpwAarks. We need a better quality control system than we have,
not necessarily a better medical system, but a better quality control
or peer review system.

Dr. SIMMONS. Right.

HEALTH MAINTENANCE ORGANIZATIONS

Mr. Miciim. Let me move on to HMOs. You say you plan to be
spending $125 million in fiscal year 1974 and 1975. Is there any carry-
over amount involved here from 1974 to 1975?

Mr. BUZZELL. I think so. I think the indication from the chairman
was that perhaps covering the first two quarters of the next fiscal year.

Mr. Mrciim. Is that absolutely essential for you?
Mr. BUZZELL. Yes, it is. We will not be able to start funding HMOs

until probably June. We probably won't receive the 1974 supplemental
before May or the middle of May. So, it would be essential that we
have the 1974 supplemental authority in fiscal 1975.

Mr. Aftciizt. If, perchance, the Congress really got moving and
enacted some form of the administration's health insurance proposal,
would that have any bearing at all on the funding requested in the
HMO area?
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Mr. BUZZELL No, it would not have any bearing in the sense that
we would still need the HMO funds. The health insurance, while im-
portant, will in fact foster the growth of HMOs.

Mr. MtenEG. You anticipated the next question, which Then
would such a program pretty much along the character and lines the
administration is proposing tend to increase the kind of requests you
would be looking for in the future for HMOs, or would that depend
upon how many availed themselves of that substantive authorizing
legislation and provided the mechanism for including IIMOs in their
programs I

Mr. I3UZZELL. As you know, the administration's request for the
HMO program is pretty much up to the authorizing level. I think
that is appropriate. Frankly, I do not think we are capable or have
the capacity to launch a bigger program with or without comprehen-
sive health insurance.

.Dr. EDWARDS. I think your point, however, is good. A national health
insurance program, whether it be the administration's or another one,
I think .definitely will increase the interest in or the movement of the
HMO concept.

11fr. BUZZELL. As you know, the HMO legislation really is not tai-
lored to the working poor and to the disadvantaged people: As a conse-
quence, we are very anxious to see the comprehensive health insurance
propoSal enacted from the inception of the HMO program.

Dr. EDWARDS. It would really bring the lower income groups into
the mainstream of good medical care.

Mr. Micitr.t.. Currently, is it not. a little impractical for the HMOs
to be really effective in that area?

Dr. EDWARDS. In that area?
Mr. MICHEL. For the low-income people.
Mr.. BUZZELL. With one major exception. It is not impractical in

terms of serving the current. medicaid population, and that is a big
-: population.

Aside from that, you are correct, it is impractical from the view-
point of what I would classify as the working poor.

l[MO'S IN 'MEDICALLY UNDERSERVED AREAS

Mr. MICHEL. Dr, Edwards, in your testimony you speak of grants
and contracts used to support feasibility studies, planning and initial
development, and to provide limited operational subsidies for IIMOs
providing cafe in medically underserred areas.

How long will it take us to get the results of those studies ?
Dr. EDWARDS. It is difficult to put a specific time on that. We arc,

talking about a 10-year program. These things will not he accom
plished over the next year or even 2 years.

Mr. Minim. For the sake of the record, I think we ought to have
that broUght out. Reading this testimony, you would think we aheadv
have somebody in mind for a contract or a grant, and within a year's
time they will put something together, and by the next year we are
ready. It is a long-range proposition, is it not ?

Dr. EDWARDS. I do not think there is any question that it. is long
range.

Mr. BuzzELL, I would like to qualify the record just. a little hit. As
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you know, we have a number of HMOs out there that have completed
feasibility studies. There are a number of HMOs that. are now ready
to go operational. The law specifies that we assist those IIMOs during
their first 3 years of life. We have some that will quickly benefit from
our assistance.

}IMO'S CURRENTLY SUPPORTED WITH FEDERAL FUNDS

Mr; 'MICHEL:- How' many are currently-in being that are 'supported
with 'Federal funds?

BuzzELL. At the moment, we have 41 that are currently spending
moneys from grants that-we have made.

Mr. MicriEr. Could we have placed in the record a summation of two
Or three that you consider to be good, prime examples you would like
to talk about from time to time

Mr. 3tyzzELL. Yes. We are just completing a survey of the existing
grantees

' iand
we would b© glad to do that.

mcitp.. Then feel free in the record to expand on those which
are not, panning out so well, where you have real problems.

Mr. BUZZELL. May we have permission to wait a few weeks in terms
of that submission?

Mr. M*Iim. The record will probably be open for a period of time.
If-you can get. -the information before the ord is closed, we would
like to have it If you cannot, obviously you cannot. Teo the best yoti
CAM .

[Th6 information follows:]

EXAMPLES OF 111110 PROJECTS'

FOUR SUCCESSFUL HMOS

Group Health of Arizona, Tucson, Ariz,
This is a consumer-Sponsored HMO assisted with HEW grant fund totaling

appproximately 000,000 during the last 2 years. The HMO became operational
in January 1974, and is a prepaid group practice model serving employees In
Tucson. Enrollment has increased in the last 2 months to about 8.000 on March 1.
There is strong local commitment both for the planning and financing of this
plan by a' significant portion of the Tucson comatuttity. The entire plan started
without an existing structure and has managed to attract physicians and renovate
a clinical facility to deliver prepaid health care.
tong Island Jewish Medical Center, Net' Hyde Park, N .Y

This is a hospital.based HMO assisted with approximately $200,000 In HEW
grant funds which became operational in conjunction with Blue Cross in
December 1973. Current enrollment is about 4,700. The plan is known as the Blue
Cross Community Health Plan. Physician facilities close to the hospital were
recently renovated for the delivery nt primary health care.
Lorelace-Bataan Health Program, Albuquerque, N. 31e,r.

As a large multispecialty group practice and hospital complex, Lovelace-Bataan
IIMO became operational by converting part of its service to prepayment in
January 1973. HEW assistance totaled $343,000. Successful marketing of the
HMO to three large employee groups hag resulted in doubling the initial enroll-
ment in 1 year to its current 5,800 enrollees.
Michigan HMO Plan, Detroit, Mich.

The sponsorship of this plan rests with Detroit Medical Foundationan
lion of 50 doctors, some of whom practice in a group and others who practice as
Individuals. HEW assistance has totaled $300,000. With the award of a State
medicaid contract for serving 40,000 title XIX beneficiaries, the !IMO became
operational in February 1974, and has enrolled 3,400 persons. The program plans
to expand beyond the medicaid sector.
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Dr. Eow.kiws. I might make one other point. By my statement I did
not mean to imply Cher aren't some very successful HMOs around,
like the Kaiser Plan, of which vc:ou are well aware.

Mr. MICHEL, There again, is it not true that that really skims the
cream off the top?

Dr. EDWARDS. Yes.
Mr. Micum. Many people labor under a. misapprehension. You cite

that so many times, but it is about like comparing the United Parcel
Seate'with the Postal Serriee.'United Parcel Service is very success-
ful and a moneymaking organization today because it skims the top
and takes care of the real profitmaking business, and the P.*-11.1 Serv-
ice is taking care of the rest,

We are talking hero in terms of a community or area that is capable
of funding that kind of operation, whereas some economically de,
pressed area might not be anywhere near able to do the same kind of
job.

Dr. EDWARDS. That is very true. I think we will see a little faster
growth in HMOs, particularly, if we get a national health insurance
plan of some kind. Also the fact, that we have to recognize is that 10
years ago the average prroticing physician, or certainly organized
medicine, would not even admit that HMOs exist. Today, they not
only admit that they exist, but most of them will admit that they are
a Very logical and reasonable kind of service and provide good health
Care. That is not to say we should have all HMOs by any stretch of
the imagination, but it is an accepted form of delivery of medical
service.

EMERGENCY MEDICAL, SERVICE

Mr. MicitEL. Turning to emergency medical services, you say that
you plan to initiate and expand these services to provide State and
local governments and other entities support. You also go on to say
that it is not to establish a network of federally supported emergency
care systems.

Why did you add that sentence or proviso in that particular para-
graph? Is there some concern?

Dr. EDWARDS. We feel that if these are to be successful, they have to
be locally initiated and locally funded. We look at this as a demon-
stration kind of program.

Mr. MICIIEL. Do we still have six demonstration programs around
the country, or are there more now I

Mr. Buzzzi.L. We have nine. Essentially, we have the same arrange-
ment we had before.

Also, on Dr. Edwards' testimony, you may recall that the law re-
quires that we give priority to providing assistance to the State and
local governments. That is the approach we are taking. We really
view this as a form of revenue-sharing, if you will, whereby we pro-
vide seed money and assist the State and local governments.

Mr. Nficitru. Have you gotten any indication at all that the States
or communities will take you up on that general revenue-sharing bid?

Mr. Buzzsis,. Almost without exception, although there is some
misunderstanding which we are trying to correct. One of the other
requirements is the one that makes this a tough decision for the State
or the local community. They have to match our cash with their
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money. That therefore gets them into the priority determination as to
how they want to budget their funds.

Generally speaking, the States have passed the laws they need to es-
tablish emergency medical service systems, and have made provisions
in their budgets.

FMGENCY MEDICAL SYSTEM

MIcnxL. Have you made any kind of assessment of the plan in
Illinois? t

Mr. BILIZZELL. The answer is, yes, sir.
Mr. Mit.arEL. Is it good, bad, or indifferent?
Mr. BuzzELL. The returns are just coming in, basically. As you know,

they have not completed the development of the system. We are quite
impressed with the progress to date, and have so indicated. As you
know, we are impressed with the performance of the individuals
involved.

rito ON A I. MEDICAL PROGRAMS

Mr. Miclin. I asked the Secretary yesterday several general ques-
tions with respect to the regional medical program. With all the addi-
tional money that would be going into that program, which you say
frankly ought to be phased out, I asked the Secretary whether or not
we were going to be wasting our money, throwing good money after
bad.

I take the Secretary at his word when he says by no means would
we. permit that to happen. Could you be any more specific on that,
Dr. Edwards?

Dr. EnwArios. As you know, we have an awful lot of money to spend
on regional medical programs between now and next February. It is
going to be a very major undertaking if we have to follow the original
Congressional intent in spending this money. It will be a difficult job
to spend it wisely.

Mr. Nixon:L. What are some of the unwise ways that this money
would be spent if the Congressional mandate were to be adhered to,
to the letter of the law ?

Dr. EDWARDS. Again, I think we have to recognize good, bad, or
indifferent, the fact of the matter is the regional medical programs
have been phasing down over the past year. We have lost seine ca-
pacity to wisely utilize these funds out in the various local regional
medical programs. The regional medical programs do not have the
personnel that they had a year and a half ago to wisely spend this
money.

Mr. noon. Of course, the reason you do not have personnel is
that you told them you were going to close the joint up, and they all
left.

Dr. EDWARDS. That is right. I think the rationale behind our recom-
mending a year ago that, regional medical programs be phased out was
logical. That does not mean, as I said a year ago; that there are not
good regional medical programs. We are spending $100 million a
year, and this year it will be considerably more than that, closer to
$200 million, on an assortment of programs, some good, some bad, that
have little or no relevance to trying really to improve the overall
health care system in this country.
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I think most of the leadership around the country would agree with
us that we have to make a regional medical program much more
specific than we made it, or the Congress made it, back when it was
originally passed.

EFFECTIVENESS OF REGIONAL MEDICAL PROGRAMS

.. Mr. MICIIEL. I could not Agree with you more. You get a bill on
the floor of the House, and, first of all, you say "medical prograin";'
and everybody says, "How can I be against it?"

Second, you say "regional"; and the guy says, "Well, this is some-
thing closer to home." I suppose if you had "statewide" they would
be a little bit more eager. If it is a local one and my community of
Peoria gets involved, I have to be all the more for it..

That is about how much 95 percent of the members know about the
program over in the House and Senate frankly, nothing more than
a name, a "regional medical program," but no idea how it works. If
it is not working and is nothing more than a name in a lot of areas,
I would like you specifically to lay out in the record why it is not more
than what people think it is. If it is not effective and is not doing the
specific job you are attempting to do, then we ought to be able to have
those arguments in hand when we get on the floor and have to fight
Members who do not know two hoots in hell about what it is doing
specifically, other than that it is called a regional medical program.

Give me some arguments that I might ue: so we might engage in
a spirited debate on the floor as to whether or not there are good
grants or bad grants in this program.

Dr. EDWARDS. We will be delighted to provide that.
I think the point is that when you look at regional medical programs,

you have to.go back in history and recognize how regional medical
programs originated.

You recall Dr. De Bakey originally was the chairman of the com-
mittee that put it together, and the first name of the regional medical
programs was "heart disease, cancer, and stroke," as you recall, This
became a very emotional program. It became a program that was
supposed to solve all the problems of the world in delivery of health
care.

[The information follows:]
The initial concept of regional medtcal programs was to provide a vehicle

by which scientific knowledge about the diagnosis and treatment of heart disease,
cancer, stroke, and related diseases, could be transferred to the providers of
health services and, thereby, improve the quality of care provided for those
diseases. The mission of regional medical programs as originally conceived was,
broadly stated, to assist the health professions and institutions of the Nation
in their efforts to improve the quality of care and to organise and develop
preventive, diagnostic, and treatment services directed toward the control of
these categorical diseases. This original mission strongly reflected the program's
origin, the President's Commission on Heart Disease, Cancer and Stroke which
submitted its report in December 1984.

The first authorizing legislation (Public Law 89-239), enacted in October 1965,
considerably modified the concepts contained in that report and many of its
recommendationS. Whereas the Commission had envisaged a linked network
of specialised, treatment centers and diagnostic stations, the Public Law 89-239
embodied the concept of regional "cooperative arrangements" among providers
as the principal means for achieving these results, and as a corollary mandated
regional advisory groups representatlie of provider groups. Institutions and
interests as a major voice in determining the direction, pace and scope of local
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program, their priorities And activities. Information transfer, especially in the
form of continuing (or career) education for physicians, nurses, and other
health professionals, and the diffusion of high technology were implicitly viewed
as the chief means by which the latest knowledge and advances could be trans-
mitted from the medical centers to the larger health care system and the
bedside of the patient and this was reflected in many of the activities under-
taken by RMI's in the first several years of the program.

The regional medical programs initiate and support a wide range of activities
aimed at increasing the availability and accessibility of health care services,
enhancing the quality of care and moderating its costs. This is done ih-es.SentiallY
two ways; through the funding of operational projects sponsored and con-
ducted by hospitals, health departments, medical schools and other agencies,
groups, and institutions at the regional level ; and by the regional medical pro-
gram staffs either directly or by working with and providing professional tech-
nical assistance to others, promoting and facilitating activities that actually are
supported and carried out by other organizations

Some specific examples of recent and current regional medical program activi-
ties and projects are :

Financial and other support is being provided by the Rochester regional
medical program in creating new arrangements to meet primary health care
service needs in "under - doctored" rural areas in that region. These arrange-
ments include a new physician group practice utilizing nurse practitioner in
their offices; another group of physicians has opened satellite offices staffed
by physicians' assistants who maintain communication with the supervising
physician :10 miles d istant; and assistance to a migrant health center which
is demonstrating expanded roles for three nurse practitioners, which has
become a community-wide group practice center.

A hospital-based family health care service at Middlesex Hospital In New
Brunswick, N.J., initiated in 1072 with a grant from the New Jersey regional
medical program, is now providing health care to 4,000 of that city's poor.
Similar hospital-based ambulatory-care programs have been started in sev-
eral other cities in that State since then, again with regional medical pro-
gram assistance.

Continual electronic heart monitoring services comparable to those avail-
able in large urban hospitals have been introduced to Oklahoma's small
community and rural hospitals as a result of a statewide coronary care moni-
toring network for rural areas initiated by the Oklahoma regional medical
program. Forty-three monitor-equipped beds in 20 small community hospi-
tals have been linked by special telephone lines to 10 central monitoring
hospitals. Specially trained nurses in the central monitoring units help
monitor remote patients, and when an abnormality is detected, confer with
local staffs by telephone "hotlines."

The New York metropolitan regional medical program, in cooperation with
Harlem Hospital, helped establish a program for stroke management in this
inner-city area. Coupling a comprehensive prevention and treatment program
with a detection and information effort in the community, the project's pre-
liminary mortality rate of those brought to the hospital suffering from stroke
dropped from 48 percent to 27 percent in the first 9 months since the project's
operation.

A statewide network of 10 community -based health manpower consortia
have been developed under the aegis of and with funding from the California
regional medical program since June 1072. The central objective of this pro- -
gram is to more closely relate manpower training and education to the health
service delivery needs in each area. The definition of such health service
needs has involved participation of a wide range of health service and educa-
tion institutions, such as community eQlleges and hospitals as well as health
professionals and consumers. Initial results include greater relevancy of the
training offered and elimination of certain redundant or inefficient programs.

Three points need to be made with respect to regional medical program
activities and projects such as the above. First, while the spectrum of all regional
medical program activities is very broad and varied, many regions have con-
centrated their efforts in a few programmatic areas (e.g., improved primary
care In rural areas, regionalization of endstage kidney disease treatment
resources and services, more effective utilization of existing health manpower)
based on locally identified priority needs.



20

Second, the contribution made by regional medical programs in resolving
problems in such priority areas has been modest and incremental generally
rather than dramatic.

Third, the concept of timelimiteet support has always been central to regional
medical programs. This concept embodies the idea of "seed money," or regional
medical program investment in a spi..cific activity only for the period of time
necessary to get it begun and accepted by the community. The extent of incor
poration of regional medical program funded activities within the regular local
health-care financing system, therefore, has become a significant measure of
regional medical program effectiveness. Thus, in 11W2, for example, over 70
percent of the projects from which regional medical program funding was
withdrawn, were continued under other sources of support.

Mr. MICHEL. Every Member on the floor, except those on this com-
mittee, thought this meant around the country 24 or 28 regional pro-
grams, and instead of going 1,000 or a couple of hundred milesi you
could get all the care and ti eatment you wanted at these regional
centers; but then it ended up gravitating around the existing medical
centers. It just goes to prove one of the points I make, that we get
so taken in on occasion by fancy names and monikers, but, that alone
does not get the job done.

HILL-BURTON PROGRAM

On the Hill-Burton hospital construction program, the chairman
has expressed his concern:Here again, you have a popular program.
Because it was popular 30 years ago, it. has to be popular today.

I do not agree. Times change. Conditions change. Maybe it is time
for a new Member of Congress or a Senator to have his name on a
bill for an ongoing piece of legislation. We get so institutionalized.

It is natural that a Member gets up and asks the question : "We have
all kinds of requests in for money from our area, and we cannot get
it." Is that true today? I do not like to raise the question. How many
applications have you on tile? Three or four times what we are ready to
appropriate, because half the applications are not worth the paper
they are written on, maybe.

Dr. EDWARDS. As you know, it is a formula program. We have right
at the moment close to $570 million available.

Dr. Esoicorr. I think it would be entirely fair to say the authorizing
legislation itself is obsolete. The legislation has not been substantially,
modified for many years. The grant programs are in five categories,
which makes it very awkward for anyone to target the resources that
aro available to the real shortage areas. It still authorizes big chunks
of money, for example, for new hospital construction.

The question came, up earlier about the number of beds that we need.
f do not know that report or the specific number, but it is quite clear
that in the inner city, and county hospitals in big cities across the coun-
try, they have a lot of beds but the beds would not qualify under mod-
ern standards. They are obsolete. Probably a lot of those big, old mon-
strosities ought to be torn down. Many of them have enormous wards.

For example, you are familiar with the military hospital in New
Orleans or Cook County in Chicago or Los Angeles County Hospital
aiid New York City. They are old, obsolete, inefficient facilities: They
are still caring for patients but they barely squeak by the safety codes.
ft is very wasteful and expensive to provide care in those facilities, but
there are the beds and they are being used.
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The Department is still discussing actively whether or not to pro-
pose an alternative to Hill - Burton, whether we should come forward
with a new proposal in the construction area. We are sure of one thing,
that the existing one is not adequate atthis time.

ALTERNATIVES TO MIL-BURTON PROORAM

Mr. MICHEL. I would certainly have to agree with you. Conceivablyi,
as an 'alternative, to ward off criticism, 'I would like to encourage
those of you who are responsible for corning up with an alternative
to move as quickly as you possibly can.

When we have these really outdated facilities that you have cited,
if we started over from scratch it would have to be new construction
rather than modernization, would it not?

Dr. ENDtcorr. I cannot give you any assurance that legislation will
be forthcoming% but several alternative approaches are being ex-
amined and considered at the present time.

Mr. MICHEL. That is why I am saying as a Member and one who
ought to have a little bit to say about stimulating my own administra-
tion to do things,lhat I think it would be a smart thing to do, and
we ought to get of the dime if that is what we are really thinking
abou seriously as a constructive alternative.

Dr. EDWARDS. That is exactly what Dr. Endicott's agency is doing.
Dr. Enact:mi.. I might mention some of the alternatives that are

being considered.
One is to replace the formula grant with project grants.
Another is to focus on a very limited grant program to take care

of areas with very low per capita income, so low that they really do.
not have the resources to get into the private money market.

Mr. MICIIEL. But it gives you a start and seed money that would
. generate additional money to fulfill the project.

Dr. Eignicarr. Those are the two major new approaches that are
being used.

Dr. EDWARDS. Let me also point out, as I told the chairman and men-
tioned to you, some of the $570 million we have this year we will have
available in 1975. Although the program shows a zero request, we
have a carryover of about $316 million. So this program is going to be
reasonably well funded through 1975. Also, we have half a bil-
lion dollars in loan funds that are available.

Mr. Mir,i,tft. I think the Secretary also testified, and I think per-.
haps we tend to underemphasized the fact., that there is an enormous
amount. of support for capital expenditures for both modernization
and building of hospitals coming out of both medicare and medicaid
to the time of about $790 million a year, and front the private insur-
ance market of over $1 billion. So these are the major sources. The

. argument centers around the relatively small Government grant pro-
gram.

MEDICAID AND MEDICARE DEPRECIATION PAYMENTS

Mr. MICHEL." I took that up with the Secretary' yesterday- bectilise
he was making the point that cranked into medicare and medicaid is
the depreciation that will account for modernization. But then I came
back with the key question, can you cite one instance where a. hospital
has used those funds for that purpose?



Mr. MILLER. I don't recall but I hope he offered to do so for the
record because 1 am sure we can.

Mr. MICHEL. I am not sure, but so it is in one place here I would
appreciate if you would because that again is going to be the first
response I get on the floorit sounds great, sounds good, name one. I
would like to be able to respond if I could.

[The information follows:]
Over the last few yearit there has been a general recognition and acceptance

of depredation and/or capital fund charges as a proper and reasonable inere-
-ment of reimbursable health care costs, Therefore, virtually all hospitals now use
third party payments to help meet their capital financing needs.

Several broader issues most be considered when addressing capital financing
from third party payers. Crucial to this entire issue is the financial posture of
the institution at the time a capital project is undertaken, and second, the scope
of the proposed project. If we are talking in terms of using third party payments
in a depreciation fund to be used to replace the facility some 30 or 40 years hence,
there is no possibility even starting from a debt free positionof recovering
sufficient capital funds to totally meet the replacement needs. This is explained
in that inflation and the cost of technological advancements would substantially
exceed the growth of capital realized from third-party payments, even if they
were prudently invested. For an institution which is faced with debt retirement,
third-party payments must go toward debt retirement and would preclude the
accumulation of a capital or building fund.

It may be possible for an institution In a sound financial position to undertake
a modest expansion, modernization or renovation projectsay adding 25 cis
to a 250 bed hospitaland accommodate this financing essentially front third-
party payments which would be recovered across the entire hospital operation.
While this may be a practical and feasible course of action to be followed with
respect to the specific project, it Is done so at the expense to the replacement
funding of the entire facility.

COMMUNITY 3IENTAI. HEALTH CENTERS

Mr. MienEt.. On community mental health centers, that gets to be
another toughy down there on the floor meeting our adversaries or con -
temppooraries. We turn into adversaries.

How many additional communities over and above those 500 and
some that we already have involved in this program have really ex-.
pressed a burning desire to participate in a program like those that
have already been funded here before?

Dr. EOEBERO. It depends on who you listen to, sir. It is my intent, and
I believe, that of the Congress that every catchment area have a com-
munity mental health center in it. This would mean approximately
000 to 1,600 centers.

A total of 626 centers, which is welt over a third of the total, have
been funded; 86 new centers will be funded this year as a result of
congressional action in the fiscal year 1974 budget.

The general consensus is that they are good. Some aren't. But I think
most of them have been very useful.

In this request GAO has been evaluating the programs and has
made some few criticisms. But the question of the source of future
funds for new starts is one of philosophy. Traditionally a State is re-
sponsible for mental health care, and I think that it was the State of
California that initially demonstrated that many people in State in-
stitutions could be treated more effectively on a community basis.

I think it is the philosophy of this administration that the Federal
Government has demonstrated the value of community-based care
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through 626 funded community mental health centers, and that the
States must take the initiative for future new starts.

An additional source of funding will be through national health
insurance when it is enacted. There. is a study being made now to
determine the amount of money that a center could receive through
insurance.

To answer your question or to review what I said, well over a third
of the NatioiN catchment areas have been funded. A major portion of
these will be in operation at the end of fiscal year 1975, and this seems
sufficient to demonstrate the value of community-based mental health
care.

NATIONAL HEALTH INSURANCE REIMBURSEMENT FOR MENTAL IIF.ALTH
SERVICES

Mr. MtruEL. Your feeling, having mentioned comprehensive health
insurance and that proposal also including the mental health area,
psychiatric area specifically, is that form of reimbursement in the in-
surance would then be provision enough to stimulate the State and
local communities?

Dr. EOEBERO. I think the national health insurance will become. an
important source of funds for these community mental health centers,
together with State and local funds.

Dr. EDWARDS. I think this is somewhat an aside, but I think the prin-
ciple holds true in mental health service. I think if we exptszt the Fed-
eral Government to put community mental health service centers in
every community in the United States, we can also expect them to put
emergency medical systems in every community in the United States
and on and on into the night. I don't think we have got that kind of Ca-
pa bi 1 ity. and that is why the Congress set up the Emergency Afedical
Service law as a demonstration kind of activity and not in an attempt
to provide Federal emergency medical systems in every hamlet, and city
in the United States.

Mr. Micum. Of course the only problem with that is, as you well
know, there are those of us fortunate enough to have a community
mental health center funded a year or two ago, maybe oven on this
committee. Our colleagues say, and they are just filially getting revved
up, "We aren't getting what you got." And we are pretty hard pressed
on the floor of the House. to say ours is a pilot and you do it yourself on
your own.

Dr. EDWARDS. And, I might add, it is a very logical and legitimate
complaint.

ALCOHOLISM TREATMENT PROGRAM IN PRIVATE INDUSTRY

Mr. Miclizt,. You say in 1975 you are going to contract with profit -
making institutions to organize and establish alcoholism treatment pro-
grams in private industry which can later be supported by private
health insurance programs. I am a great free enterpriser and I want
to just say by going this method we are going to be better off.

What assurance do we have that in this contracting business there
are not going to be any unconscionable profits realized, even though I
personally might very well support the private enterprise concept of
doing it. that way ?
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Dr. EDWARDS. We will obviously very closely monitor both the
development of the contract and the execution of the contract like we
do in other contracts. As I understand, the individual rate of return
Increases with the amount of third party reimbursements earned. In
no case, however, will they be able to earn profits in excess of 15
percent.

Mr. MICHEL. I hope you would because I have found out in my-own
State what- the really good private- enterprise profitmaking orga-
nizations have been able to do in the field of handicapped children,
particularly a job at huff the cost of what the State was doing and in
a much bette environment all the way around. It is something we
ought to take advantage of, provided, of course, it doesn't get out of
hand. 041%,

Dr. EDWARDS. No, it has to be closely watched.

DRUO ABUSE

Mr. MICHEL. You say, "Although the budget request for drug abuse
will drop from $243.5 million in 1974 to $218 million in 1975 we still
Will be able to maintain the same level of treatment capacity in
1975." I suppose if the chairman were asking the qUestion he would
ask if you do that with mirrors. I will just ask you forthrightly how
can you do that?

Dr. EDWARDS. Despite the overall dollar decrease this budget will
maintain 95,000 to keep all of the treatment slots in fiscal year 1975.
This will be done by funding project grants totaling $17 million for
2 years from the funds available for obligation in fiscal year 1974.
The budget proposes an increase of $10 million in formula grants to
allow the States to assume greater responsibility for their own drug
abuse programs.

Mr. MtcliEL. Is there any pressure for expansion of those in num-
bers, Doctor

Dr. ROMERO. No. We will have sufficient capacity to treat all pro-
jected demand for services.

I should like to point out an additional reason for lower treatment
cost in 1975. Most of our grants provide matching Federal funds on a
declining percentage basis. The Federal cost of maintaining the same
number of slots therefore declines from year to year.

Dr. EDWARDS. I think that is a good point. Dr. DuPont who sup-
ports Dr. Egeberg's position is very comfortable with this budget.

Dr. FrOEBERO. Yes, he is very comfortable with it.

SUPPLY OF PHYSICIANS

Mr. Ificity.L. When we get talking about the supply of doctors in
this country and the conflicting views of those who say we are so
ninny thousand short. and one thing and another, I think you have'
pretty well pointed out, Dr. Edwards, in certain areas of the country
we do have, or is the disparity-part of the problem? it true,- as a
matter of fact, that in certain areas of the country we have an overbun-
dance of surgeons, radiologists, and even nurses, for that matter?

Dr. EDWARDS. I don't think there is any question about it. Surgeons
are in overabundance in all the major metropolitan areas of the coun-
try. You take in areas like the North Shore in Chicago, in Winnetka



34

and Evanston doctors are more than plentiful, and all making a good
living I might add. So there is no question that in certain of the
specialties, and I think surgery is the prime example, the specialty
is overcrowded. We have more surgeons than we need.

I think the American College of Surgons is doing a good analytical
study of their own problem and will be coming up with a major
recommendation.

SHORTALLS OF PHYSICIANS IN SPECIFIC FIELDS

Mr. MICHEL. Do we have any reports that show what the specific
shortages are in specific fields? You mentioned the general practitioner
is in short supply. Right?

Dr. SOWARDS. I think it is better to call him the primary care
physician because that includes not just general practitioners but
internists and other specialties as well. But the number has been
going down over the past decade rather than up in spite of the fact the
number of graduates is going up.

Mr. MICHEL. What can we do to narrow the disparity of the distribu-
tion in the country ? Do you have any idea ?

Dr. EDWARDS I think there are probably a number of approaches
to this problem. First of all, I think we have got to take a took at the

iwhole system of graduate medical education in this country. We have
allowed, over the last decade or two, the proliferation of a number of
graduate training programs in surgery and other specialties beyond
what it should be. I think we have to take a good look at this, and I
think we have to eliminate some of these programs.

I think it is a difficult problem to come to grips with unless you are
going to tell people what they can and what they can't go into. I think
it has to be organized on a volunteer basis by having only so many
openings for certain kinds of specialty training. I think this kind of
approach is what ultimately will come to grips with the problem. It is
a long-range approach and is not going to happen today or tomorrow.

NEW MEDICAL SCHOOLS IN 1974

Mr. MICHEL. How many new medical schools have come into being
in the last year?

Dr. ENnicorr. I think about four have actually come on line.
Mr. MICHFJ.. Which brings us to a total of how many?
Dr. Exracarr. About 114 medical and additional 7 or 8 schools of

osteopathy.
Could I offer a comment on the number business?
Mr. MICHEL. Yes.
Dr. Exnicorr. We are obviously playing catchup ball. Over a long

period of time there were virtually no new medical schools in the face
of a steady growth in population.

A little over 10 years ago, as a result largely of Federal interven-
tion, we moved rapidly upward from about 75 medical schools to over
100 at the present.

FEDERAL SUBSIDY OF 'MEDICAL SC 1100L8

Mr. MICHEL. Every one of which is getting some form of Federal
subsidy?
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Dr. ENuicarr. They all feeeive a subsidy through capitation.
At the same time we were increasing the entering places for medical

students in this country, our immigration laws and regulations and
the opportunities to practice here have attracted large numbers of
foreign medical graduates. Last year 46 percent of all newly licensed
physicians in the United States were graduated from foreign medical
schools, and most of them were from Latin American schools. Only
about 10 percent of foreign medical graduates are AmeriCausWhOW6lit
abroad for their medical education.

If you add these two factors, the rapid grow+1,..iu. tha number of
schools here and a rather intensive immigration of foreign medical
graduates, the number of physicians in the United States is going up
quite rapidly. The forecast which the Secretary referred to would
indicate that if present trends continue, immigration continues, and
output of the schools continues we will have a question of possible
oversupply around 1980 to 1985. That is not to say we have it. now. But
in terms of your deliberations as to whether you should authorize
money for new schools? a new school that starts today will not put
physicians into the active manpower pool for almost, 10 years. And
it is very important to bear in mind that you have a long leadtime here,
and even though we probably have real shortages numerically in scat-
tered areas of the country at the present time, it is too late, We should
have done something about that 10 years ago and not today.

AVAILABILITY OF 1075 FUNDS FOB NEW MEDICAL SCHOOLS

Mr. 'Violin,. We have, as you well know, in my home community
of Peoria a new medical school as an adjunct to the University of Int-
nois. 'We have one in Springfield and one in Rockford, and the*, are
all within the last couple, of years. We now are getting into the con-
struction stage. Actuallyttlte school has been in operation for a couple
of years, renting facilities from Bradley University, a State uni-
versity renting facilities from a privately endowed institution, helping
to play catch up ball. Now we have a whole new urban renewal in the
center of the city brought about as a result of the new medical center
11.e are going to have in the city.

How much money in this bill will actually go to help or assist new
medical schools in the coming year?

Dr. ENnicarr. I should supply that for the record.
Mr. MICHEL 'Will you do that?
Dr. ENE:swam Yes.
[The information follows:]

The situation with respect to new medical Rehools is very fluid and subject
to change. At present six medical schools, five of which were started in fiscal year
1973 and one in fiscal year 1974, are receiving startup assistance. The estimated
costs for the continuation of this assistance in fiscal year 1975 comes to slightly
under $2 million. In addition to these schools there are possibly six medical
schools and one osteopathy school which may be eligible for startup assistance
In fiscal year 1974. Any of these schools so qualifying would be eligible for
approximately $2,700,000 budgeted for continuation of this sgsstance in fiscal
year 1975.

In addition to startup assistance the new schools of medicine and osteopathy
are also eligible for capitation, teaching facilities construction, and special
project grants. The amount of funds gong to them in these categories, however,
cannot be determined at this time.
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Mr. MiciiEL. In this whole area of Federal support for health pro-
grams in this country, I think we too often lose sight. of the very real
and major contributions that are being made at the local and State
levels.

It is too easy to dream up a completely Federal solution to a prob-
lem, and in so doing either ignore or freeze out community resources
that may have offered great potential in dealing with the situation.
Then, when'the Federal effort tripa-on its own tedf6156 weft left with
a bigger problem than we had before, if only because of the expecta-
tions that have been raised in the meantime.

But, we do have a number of programs in the health area that, in
theory at least, are designed to stimulate and encourage local initiative
and efforts. I would like you, for the record, to give, us some kind of
listing of these programs with some brief summaries of how they
work. Pick out the ones you think are working best and tell us about
them. Then give us some idea as to where you and the administration
would like to see national policy move with respect to encouragement
of community effort.

Dr. Enwaans. I welcome this opportunity to respond to your request
for identification of Federal programs that encourage local initiatives
and efforts along with the opportunity to suggest. where I feel na-
tional policy might move With respect to encouragement of local ini-
tiatives and the identificat ion of local resources.

A number of the current programs are responsive to local initiatives
and the potential utilization of local resources. I would like to think
that my door and the doors of my staff were always open to learn of
ways in which we can be more responsive.

The degree to which Federal programs actnallv relate to State and
condinmity initiatives varies. Programs in health services and the
development of health services delivery capacity may more readily re-
spond to local initiatives and utilize local resources than programs in
biomedical health research.

Many programs might serve as examples where local initiatives are
being encouraged or where Federal and local resources have been
linked. A. few stand out both in terms of their success and may repre-
sent models of ways in which to proceed in the future :

NATIONAL HEALTH SERVICE CORPS-NIISC

Its objective is to assist underserved communities in securing medi-
cal personnelprimarily physicians and nurses to operate a medical
practice that has been organized by the community. NHSC helps to
match corps members with communities, but the assignment must be
mutually agreeable to the corps member and the community. NHSC
pays the salary for the physician, nurse and/or dentist. Charges are
collected by the community organization. The NHSC recovers reason-
able costs from the projects and these collections are then deposited in
the U.S. Treasury.

COMMUNITY MENTAL IIEALTII CENTERS-CMISCIS

This program, which dates from 1963, was designed with a funding
strategy that explicitly requires commitment of non-Federal funds,
and this requirement becomesin terms of a percentagemore sig-
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nificant as the project matures with the local contribution increas-
ing from an initial 30 percent to 85 percent in the 8th yearin
"poverty" area, the local burden is reduced; initially it is 10 percent,
increasing to 30 percent. These Federal staffing grants serve as a cat-
alyst both for state, local, and private funds. As a demonstration of
what can be done, this program has been quite successful.

ALCOHOLISM COMMUNITY SERVICE PROGRAMS

This program has also stimulated and encouraged local initiative
and community participation. These community service projects are
marked by substantial involvement of hundreds of local citizenry in
their planning, development and implementation. The programs are
designed to assist communities to develop new and/or expanded serv-
ices at the local level to a variety of alcoholic persons in need.

City and county governments, some of whom administer these
programs, have shown an important and continuing interest in sup
porting these efforts through financial commitments, representation
on policymaking boards of the programs, and assistance in developing
local citizens groups that will support the programs.

Throughout the planning, implementation and evaluation of the
community services programs, the involvement and active working
support has been sought. and obtained from Alcoholics Anonymous
members and other volunteer groups.

Formula grant programs are inherently designed to respond to the
Varied needs of the several States and communities comprising them.
The administration's intent with respect to a desirable national policy
on the issue of State and local initiative and priority setting is clearly
reflected in its efforts to encourage the revenue-sharing concept both
as a general objective as well as for special purposes such as health.
Two formula grant programs are particularly worth noting.

BLOCK GRANTS (314d)

This section of the Public Health Act .provides block grants to
States. They are, in turn, shared with local jurisdictions to spend con-
sistent with State and local priorities. For fiscal year 1145 the admin-
istration is requesting $90 million. It would be used for purposes of
public healthincluding mental health--as determined by States or
local jurisdictions, provided that 70 percent of the funds allotted shall
be available for the provision of health services in communities of the
State.

ALCOHOLISM FORMULA GRANTS

Under the State alcoholism formula ,,,,Yrant program, block grants
are awarded to each designated State alcoholism agency to develop and
implement a State plan for comprehensive alcoholism prevention,
treatment, and rehabilitation program. Each State agency has an
advisory council that is broadly representative of the socioeconomic,
ethnic, and cultural groups throughout the State; these councils pro-
vide considerable input regarding local needs.

Nearly all State agencies are utilizing a regional system whereby
formula grant funds are allotted to the regions on the basis of a
regional plan or grant application developed by the people within the
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state regions have their own advisory councils made up of local
citizens.

HEALTH RESOURCES PLANNINO PROPOSAL

The administration'S proposed health resources planning program
would create regional boards and Statewide coordinating councils,
both of which will have considerable voice in determining policies and
activities for health resource development.

The regional boards are to represent consumers, government, pro-
viders, health education institutions, and thirdparty payors. Each
regional board is to develop a comprehensive health plan to meet the
health needs of all residents of its geographic area for health care sys-
tems, including facilites, services and human resources. The plan must
include long-range goals and yearly priorities for specific actions in
both the public and private sectors of the health market.. The various
regional boards in a State coordinate their plans and actions with those
of rehited organizations through a Statewide health coordinating
council, comprised of members selected from the State's regional
boards., ?lost, importantly ,. in terms ofyour question local applications
for Federal resources would have to be reviewed by the regional board
for consistency with the regional plan.

The administration intends to be as sensitive as possible to local
needs and local conditions insofar as they give rise to unique oppor-
tunities or pose special constraints.

The "working partnership" to which I made reference in my testi-
mony and about which there was a question from Representative
Shriver and to which I have respondedis intended as one means
of keeping abreast of State and local concerns. This partnership
represents an ideologically "open door" both while we are develop-
ing policies and with respect to current policies. We feel that this
broad partnership together with increased decentralization of our
programs are useful ways for us to proceed with respect to the
encouragement of community effort and staying abreast of contribu-
tions they, can and should make.

Clearly, the Federal role in health programs has been shifting.
Over the past few years the administration has been developing pro-
grams and policies that will enhance consumer purchasing power
for health servicesan explicit objective and anticipated consequence
of the proposed comprehensive health insurance plan. And it has
been encouraging existing institutions to develop capacities to cap-
ture alternative resources, particularly through "third party" reim-
bursements. Rather than expanding its direct role in the provision
of health services, the administration wishes to encourage the de-
velopment of and building upon State and local resources in terms
of facilities, staffing, and their management.

Mr. /Amin. That is all.
Mr. FLOOD. Mr. Smith.

POREION MEDICAL GRADUATES

Mr. SMrrir. Those are interesting statistics. I have been thinking
we have been depending on foreign sources for 38 percent of our oil
and now it is 46 percent of doctors. It doesn't comfort me very
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much to think that we are going to incorporate into our policies
and our thinking continued dependence upon that kind of a source.
Any time they want, a country can prevent those doctors from coming
over here even though Our immigration laws permit it

Dr. ENnicorr. For the past 4 or 5 years we have had a bulge in the
number of foreign medical graduates entering the country. Probably
the normal figure, one that we can expect to continue almost in-
definitely, would be on the order of 2,600 to 8,000 physicians who
migrate to this country.

Mr. SMITH. What percentage do you anticipate that will be by
19804

Dr. Eignicorr. By 1980 we will surely be graduating 15,000 physi-
cians here. So it would drop back as one would expect to 2,500 or 3,000.

Mr. SMITH. You are talking about 20 or 30 percent now
Dr. Eivoiccrrr. Right.
Mr. SMITH. Do you think it will drop from 46 percent down to 20

or 30 percent?
Dr. ENDICOTT. No.
Dr.,,,EnwAsos. I don't think that figure of 48 percent is an accurate

-411- re in terms of total number of doctors in this country who are
foreign trained.

He was using the number of licenses in 1 year and not the: total
number in practicing the profession.

Mr. SMITH. It seems to me in trying to determine what our policy
should be we should not incorporate a dependence upon large numbers
of foreign nationals coming in here. These are good jobs. We have

ipeople that want to enroll in these medical schools.. I don't think
we should incorporate into our permanent policy a policy of that
proportion of immigration of doctors.

Dr. ENnicarr. Our long-term projections are based on two assump-
tions: 2,500: 3,500 a year, both of which are very substantially below
the present immigration.

There are a variety of reasons why doctors come to this country.
We expect they will probably continue to do so but at a much lower
level than they are now.

There is another factor which was not mentioned which I presume
I will cover when I appear myself on the budget.

There is clearly a move on the part of the national bodies which
authorize and approve training and residency slots in this country, to
reduce the number of authorized residencies in the United States.
We now have about 15,000 approved but unfilled so-called residency
positions in hospitals. The profession has a newly established orga-
nization, the Coordinating Committee on Medical Education, which
has representation from the medical societies, the hospital association,
the Association of Medical Colleges and so on.

I anticipate on the basis of our interactions with this newly estab-
lished organization that the number of approved slots will be cut
back especially in areas of surgery. At the same time, because the
number of graduates competing for these slots is steadily increasing,
the opportunity for foreign medical graduates to come to this country
and get their nose under the tent as trainees or residents will be
substantially diminished.

Dr. EowArtos. To add one other thing, we are also working with
other groups to reassess the so-called ECMG, the examination that
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these foreign students take before they can become qualified to enter
the United States and get into training programs. We are reevaluating
that, and I think without any question within the next year or so we
will considerably stiffen that examination which will eliminate a very
sizable number of foreign medical students.

Mr. SMITH. So you mean the examination they take now is not as
stiff as the one they take if they come from American schools?

Dr. EDWARDS. Oh, no. They have an examinationI have forgotten
exactlyin which they have to have a passing score of 70, and as I
recall only about 30 percent of the total that take it eventually pass it.

Am I correct
Dr. ENDICOTT. About 50 percent. It is the EGMO examination and

it is given overseas. Our hospitals require that they pass this examina-
tion with a score of 70 before they are eligible to enter the country.

Dr. Enwnium. They can take it as many times as they want.
Dr. Exmcarr. The questions that are selected for this examination

which only half of them pass are questions which 95 percent of our
graduates would pass.

Mr. Smith. But do the ones who are educated in other countries and._
practice here have the same qualifications as the ones who graduate
from American schools?

Dr.' &:acorn It is a very interesting situation. Our graduates do
not take an examination for a residency.

Dr. EDWARDS. But more and more of them are taking national board
examinations which would be equivalent., only much more difficult. It
is in three parts.

Mr. SMITH. Are you saying that some of these doctors who come in
from other countries could not qualify if they had graduated in this
country?

Dr. EDWARDS. I don't think there is any question about it.
Mr. SMITH. They could not?
Dr. EDWARDS. They could not.

LICENSING OF FOREIGN MEDICAL GRADUATES

Mr. Slum Is it the State medical boards that are permitting them
to practice?

Dr. EDWARDS. Ultimately when they get their State license they have
to pass a State board. But the point is that they can come into the
training programs being far less qualified than the average American.

Mr. Sstirit. By the time they start to practice medicine
Dr. EDWARDS. By the time they start to practice medicine they have

to pass board examinations, but they don't practice before. Many of
them are practicing in hospitals as residents and interns.

Dr. Emeicarr. They are not required to have State licenses to be
an intern or resident.

Mr. SMITH. Doing institutional work?
Dr. Exmcorr. Right.

ACCESS TO ,CARE BY RURAL COMMUNITIES

Mr. SMITH. In the 16 years I have been here we have spent billions
and billions for biomedical research. When I first came here it was a
very small amount, and it has gone up and up. But we still have a sub-
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stantial area of the country that just simply hasn't benefited very much,
other than perhaps a little on their deathbed, from the great results that
we have obtained.

I am talking now especially about the more rural areas where people
live in communities of 300, 500, 700, or 800 that just simply are not
within reach of medical service. Many of them are elderly, some of them
haven't seen a doctor for 10 years. IIMOs will not reach them. What
do we have on the horizon that is going to reach this kind of people?

Dr. EDWARDS. I think unfortunately we don't have enough on the
horizon. We have one small program we feel is very successful and be-
lieve can be made much more successful. That is our National Health
Service Corps which we are enthusiastic about, and at the present time
I think we are in 183 communities and will be expanding.in the 1975
budget. This isn't satisfying the problem, but it is a step in the right
direction. We are hopeful that our scholarship program, which we are
taking from $3 million to $22 or $23 million in 1975, with service obli-
gations connected with it, will have some impact in terms of satisfying
some of these needs.

Mr. Swim. That hasn't, worked where it has been tried, has it? The
Sears plan didn't work, did it?

Dr. EDWARDS. No. The Sears plan, though, was a little bit different.

DISTRIBUTION OF PHYSICIAN MANPOWER

Mr. SMITH. I don't have much hope that you can bribe some doctor
for a couple of thousand dollars a year when he is making $50,000 to
$60,000 to get him to live where his wife doesn't want him to live.

Dr. EDWARDS. No question. In 90 percent of the cases you are 100 per-
cent right. Fortunately there are a few.that will help fill some of the
need, but it isn't going to solve the problem.

Mr. SMITH. It takes some kind of a change in the delivery system and
I don't know what we are going to do unless we have allied medical
professionals or perhaps nurses, with some special training, working
under a doctor. They could perform some local reviewing or something
for the doctor. But in this budget you are moving towards less for
nurses. They are even getting reduced a bigger percentage than other
medical personnel. So how do you propose to move toward helping this
kind of people?

Dr. EDWARDS. I think I would answer your question in two ways.
I think your basic premise is 100 percent right. I don't think we are ever
going to get enough doctors to get out in the rural areas.

Mr. SMITH. To have enough doctors so one would locate in every
one of those communities would require a tremendous surplus. Some
would be driving.cabs in the cities.

Dr. EDWARDS. We would have the same problem they have in the
Philippines. So it is going to require better utilization of allied health
professionals, better utilization of certain kinds of transportation, and
better utilization of information exchange.

There is a lot going on in all of these areas. We feel the capitation
per se is not going to have a significant impact in terms of the numbers
of nurses we are talking about.

I think more important than that is better to define the role we
want the nurses to play in these rural health systems, which we never
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really have done. I think by upgrading their status in the health
delivery system and better defining the status of the allied health
professions

Mr. SMrrn. How will you get that done?
Dr. EDWARDS. There arc not enough, but there are some demonstra-

tion programs around the country, here and there.

UTILIZATION OF ALLIED HEALTH PROFESSIONS

Mr. Swan. I think it already has been demonstrated that it will
work. If the Medical Practice Act rules and regulations will not permit
a nurse to legally prescribe an aspirin, which is the case in Iowa,
they cannot really use their professional ability except while the
doctor is looking over their shoulder. What incentive is there for them
to take this extra training?

Dr. EDWARDS. I think you have really answered your own question.
I think before we can expect these kinds of programs that you are
looking for and that we are looking for really proliferate and do the
job that needs to be done in providing health services, we have to conip
to grips with some of the licensure problems and some of the defini-
tional problems.

A lot of it has to be done, not by the Federal Government, but by
States and also by the private sector.

LIMNER= PROBLEMS

Mr. SMITH. There is no question the States could do it if they
would. That brings us to my next question: 'What are you doing to
encourage the States? Next week, if they wanted to, in Iowa the ap-
propriate boards could meet and change those rules. They have been
talking about it for 5 years, but I do not think they have done a thing
of any significance.

What can you do? You surely can do something to encourage them
to make these changes.

Dr. EDWARDS. I think we have done far too little. I think we have
relied too much on groups like the AMA. and AMC to solve these prob-
lems for us, and they have not solved them.

AVAILABILITY OF ADDITIONAL MEDICAL SERVICES

Mr. SMMI. On top of this kind of system, we are talking about an
infusion of billions of dollars of additional money: All that does is
distribute more money under the same system, just inflating the cost.
I do not see where we get the additional medical services.

Dr. EDWARDS. I am concerned that if we had to implement a national
health insurance program tomorrow morning, we would need to put
a lot of things in place before we could move forward.

Mr. Small. Otherwise there would be tremendous inflation in cost.
Dr. EDWARDS. I think the only salvation, certainly in the plan we

are proposing, is that the implementation is 2 or 3 or 4 years away. I
am not sure that is not horribly optimistic.

Mr. SMITH. The truck drivers blocked the Pennsylvania Turn-
pike to get action at the top level. If we have a strike somewhere that
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affects the mass transit system, if necessary even the President gets
involved. He gets them in a room and gets them talking to one an-
other to come up with a solution.

But, somehow, this lack of health care situation goes on and on. It
seems to me somebody could get these people together.

Dr. EDWARDS. It could be the pressure groups do not want it to
happen.

Mr. Surru. I am sure they do not. My point is that Government
does take action in other fields.

Dr. EDWARDS. Your point is well taken.
Mr. SMrrn. They could get the hospital people and the different

medical people together, and surely they could come up with some
kind of solution that would make some progress, perhaps a model for
the States, and then encourage them to take at least one step.

Dr. EDWARDS. I am not quite as optimistic as you are. I have been
dealing with them now for the last 10 or 12 or 13 years. I cannot tell
you the number of meetings I have sat in with the appropriate groups.
Somebody has to begin to bang the heads together and say this is the
way it has to be done, and move in and do it.

NATIONAL LIOENSINO

Mr. SMITII. Perhaps the added encouragement is the threat of na-
tional licensing.

Dr. 'EDWARDS. Yes; and renewal of licensure, and a few things like
that.

Mr. SMrrn. I sympathize with a lot of what you have said here. It
seems your are trying to look ahead for several years to come. limos,
I know, will not serve the area I am talking about. It seems to me we
are leaving out of our forward planning a big percentage of the
people in this country who need the medical service the worst, they
have even less services available than the indigents in the city. They
have more service available right now than this 30 percent has out
in the rural areas.

Dr. ENTDICOIT. I think one of the really encouraging. signs of the
times is the current development in a few States, which is just begin
ning to catch on of an improved administrative structure within the
States to address the problem of health service. The activities of the
board of medical licensure of the State medical school, and all of the
resources that are under the control of the State can be brought more
effectively to bear to address the problem of the delivery of health
services.

I might mention two States which have been pioneering in this area
at the present time. One is the State of Wisconsin, and the other is the
State of South Carolina. The Governors of the two States have put a
top priority on doing something about delivery of health services.

They have created State health commissions which pull together all
sorts of things within the State. They are remodeling the residency
program, the State licensure plan, the college level plans for training

. middle level health workers, and developing and implementinga pur-
poseful State effort in this direction.

I am optimistic that the comprehensive health planning proposal
which we have put forward, and which we will be discussing in terms
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of the supplemental budget later on, offers the first real hope I have
seen to attack thisproblem.

I do not think individual practitioners are going to go out there. I
think they will have to be part of larger organization.

Mr. OBEY. Doctor, I wonder if for the record you would mind
expanding a little bit about exactly what is happening. I think Wis-
consin's Governor is going in the right direction. I would like it speci-
fied for the record.

Dr. Ertoicarr. Yes, sir, I will do that.
[The information follows:]

The Department of Health, Education, and Welfare is working on two fronts
to strengthen planning efforts in this country. The first is in terms of the cur-
rently operating comprehensive health planning program and the second is
through administration's legislative proposal for health resources planning.

With regard to strengthening the ongoing program, we have set forth several
major program activities. These include :
(1) The enunciation of program priorities

Purpose: These priorities include cost control through improved efficiency and
productivity; minimizing uneconomical duplication of facilities and specialized
services ; and more effective Competition within the pluralists health tare sys-
tem In order to improve consumer choice in the organization, financing, and de-
livery of health service.
(I) Development and implementation of performance standards for State and

areawide CAP agencies
Purpose: To define the role and responsibilities of 314 (a) and (b) agencies

and the standards in functional areas that they are expected to meet. These
performance standards Will serve as criteria against which an agency's perform.
ance will be judged in the national assessment program.
(3) Assessment of alt planning agencies and assisting with corrective action

Purpose: To determine the capacity of existing agencies to meet the above-men-
tioned performance standards, Consolidations, expansions of planning areas, or
terminations of agencies may result.
(4) Provision of technical assistance to State and areawide agencies

Purpose: To increase the performance of health planning agencies by provid-
ing technical guidance to agency staffs and councils.
(5) Implementation of section 1122 of the Social Security Act, as amended

Purpose: To establish a working system of facilities and services review that
will assist State and areawide agencies in fulfilling their responsibilities under
section 1122.
(6) Improvement of the technology of health planning

Purpose: To develop new methodologies to assist 01W agencies in fulfilling
their planning responsibilities.

Our efforts to upgrade future planning activities are set forth in the proposed
legislation, "health resources planning bill," which was introduced as S. 3166 and
H.R. 13472. In this bill, we have taken steps to build on current experience both
at the State and regional level.

At the regional level, we propose to establish health systems agencies which
would have several specified functions. They include :

(1) The development of a comprehensive health plan to meet the health needs
of all residents of the geographic area, including facilities, services, and man-
power. Ia this plan priority would be given to identifying the most acute short-
ages, maldistributions, and surpluses of health personnel, facilities, and services,
and the most serious existing health service delivery deficiencies in the area.
The plan would recommend actions by appropriate individuals and organiza-
tions In each sector of the health care system to alleviate those problems. Agency
activities would also be open to the full participation of the public.

(2) Advising governmental regulatory bodies on matters such as proposed
capital expenditures under section 1122 of the Social Security Act and in areas
such as licensing of health manpower.

(3) Reviewing Federal grants providing support for capital investments, devel-
oping health services or training health manpower.
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(4) ,Assisting, the Department of Health, Education, and Welfare by planning

and providing technical assistance to develop grant proposals for Federal assist-
ance and providing technical assistance to grant recipients.

(5) Conducting evealwations and analyses concerning health manpower, facili-
ties and services, costs and financing of health resources, and the health status
and needs of its geographic area.

(U) The Health Systems Agency would be authorized to provide technical
assistance, by grant or contract, to implement any action recommended in its
comprehensive plan.

To assist the agencies in fulfilling these responsibilities, the Setretary would
make a grant to be used in meeting the expenses of operation. There would be
no matching requirement so that agency personnel could concentrate on carrying
out the specified activities as opposed to devoting substantial time and effort to
fundraising. Furthermore, the Department would be required to assist each
agency in performing Its functions by providing the agency with materials per-
tinent to health care planning methodologies, health care system studies, research
and related information available, including information pertinent to health care
resources and utilization. The materials provided would include model curricu-
lums, and other Information on the health care system, that would further edu-
rate members of the agency.

With regard to the State level, we propose to make this the locus for regulatory
efforts. To stress the development of this role, the Secretary would be author.
ized to make grants to support State efforts to regulate the reimbursement for
health services and the' extent 'of "capital' the' Wilth-tillWlytittsi%---
The grants would be on the basis of a State's population and the costs of perform-
ing the functions. If the State chooses to administer both regulatory functions
through one agency, that State would be eligible for a bonus payment of 25
percent of its Federal payment for that year. To insure that there is an inte-
grated relationship between the State's regulatory activities and the planning re-
sponsibilities of the Regional Health System's Mendes, the State would first
obtain the recommendation of the Health Systems Agency with respect to any
capital expenditure within the Agency's health service area. If the State takes
action contrary to that recommendation, there must be a procedure under which
its decision is reviewed by the chief executive ()Hirer of the State or his designee.

Mr. Swim. I know a young man talked to me about 2 weeks ago who
was unable to get into medical school. That did not seem to bother him
as much as it would me. He had planned all his life to go to medical
school, and he could not go.

What. really bothered himand he had a right to be botheredis
that there is really no other kind of school he can go to, an allied school
of some kind, with assurance that when he gets out he can really use
his training.

Dr. EDWARDS. That is a real problem.
Mr. SMITH. If you do not know that you can use what you are going

to school to learn, who will go to school?
Dr. EDWARDS. In spite of the fact I think these are brighter days

than a few years ago, I would not want us to leave in your mind or
make you believe that we believe this problem is about to be solved,
because it is not. There is still a lot of foot dragging.

The bulk of the States are not yet involved in this in a meaningful
way. Wisconsin is far out in front, as are several other States.

Mr. SMITH. I am fairly patient, I think. I promoted a meat inspec-
tion law for 9 years before it passed, and three or four others for long
periods before they were passed.

I remember that 5 years ago Secretary Richardson came in and we
talked about something similar to this. I thought something was going,
to be done faster than he left the Attorney General's chair, but nothing
has been done yet.

Then each new Secretary that comes on has talked about it, but they
do not ever get down to where something is really done.
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I think surely at the highest levels of the U.S. Government some kind
of persuasion could be exercised to get State societies to see that they
have to move, because if they do not we will have laws passed whim
will put things in a worse mess than they are now.

The committee will recess until 10 o'clock tomorrow morning.
Mr. FLOOD. The committee will come to order.
Mr. Obey.
Mr. OBEY. Thank you, Mr. Chairman.

MEDICAID AND MEDICARE DEPRECIATION PAYMENTS

Doctor, a question on Hill-Burton. In your statement you said that
Hill-Burton had been successful, that the Nation had adequate supply
of hospital beds, and that we are now moving into an era where vir-
tually all medical care would be funded through some type of insur-
ance plans which would include compensation and depreciation of
facilities.

Can you tell me to what extent, if at all, is medicare paying deprecia-
tion on facilities constructed with Hill-Burton funds?

Dr. EDWARDS. According to our estimates, reading from the docu-
ment that I have here, these reimbursements will amount to about $0.8
billion for medicare and medicaid and about $1 billion from private
insurance.

Mr. Ontr. The reason I bring that up is because of Mr. Smith's
discussion with you yesterday when he was talking about the problem
in developing some different kind of health care in rural areas.

We have a problem in the northern area of my State right now, for
instance, where we have very large counties in terms of geography
with population of maybe 8,000, 10,000, or 12,000 at most. You have a
number of hospitals 35 or 45 miles away but nothing really in the
whole area.

I don't know what the answer is. I wondered if you had any com-
ments on it. It seems to me with medicare paying for this depreciation
in effect people are paying twice. The first time when the hospital is
built they have to meet certain requirements in terms of defined need,
but if they are going to be rebuilding a hospital 20 or 30 or 40 years
from now, who is to determine then whether or not that is a, good
place to rebuild a hospital or whether population shifts occurred
sufficiently to warrant that hospital going someplace else? How do we
handle that in terms of long-range planning?

Dr. EDWARDS. Let me first say, when I made the remarks that I
thought Hill-Burton had been successful, it has in a general way been
successful. But we have to recognize that through Hill-Burton we
have built a lot of small hospitals around the Nation that haven't
accomplished what we had hoped they would accomplish. So I wouldn't
want to leave the idea that I thought Hill-Burton had been a complete
success. We probably channeled money into hospitals where we would
have been better off with larger hospitals more strategically located
geographically.

Nevertheless, in our discussion with Congressman Smithyesterday
he certainly outlined the real issues as they relate to trying to get

ihealth care into the rural areas. As a matter of fact apropos of that
discussion we had a discussion in my office this morning trying to
figure out how we could pull the appropriate health groups together
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tem or we would submit to the Congress a plan for the Federal Govern-
ment to do it.

We have recently done this, as you probably remember. Some time
ago we laid out a new Federal strategy for a national blood program.
We went to the private sector and said :

You have a chance to implement a national blood program. We are giving you
this opportunity. If you don't, then we wilt go to the Congress and ask the Con-
gress to take appropriate steps.

I won't at this time say we have necessarily accomplished that in its
totality, but we certainly have gotten the appropriate groups together.
They have submitted a plan which we have recently put, in the Federal
Register for comment, and the same kind of strategy could be used
as t relates to convening the appropriate groups and giving them the
message that either they come up with a plan that can be implemented
or we are going to have to develop some kind of a Federal program
and work it that way. We just haven't done it up to this point in time.
3Y0 hve vn411 programs as we Ji ewe along.

Mr. MILLER. If I could add a word, this simply indicaiei that you
cited a problem Hill-Burton won't solve said doesn't go any closer
to the solution.

LOCATION OF NEW HOSPITALS

Mr. OBEY. My question is this: I see hospitalsnow being rebuilt just
because that is where they located 20 years before. They have no busi.
ness being built there these days. Because of the population shift they
ought to be someplace else.

Mr. MILLER. Using the formula grant approach we just can't solve
the problems people are citing these days in the inner city and in
rural areas. If there is a Federal role in hospital construction, and I
am not sure whether there is or isn't other than support through medi-
care, it is certainly going to have to be a targeted role and not a formula

igrant role. I think that is the area we are exploring and possibly the
Congress should be.

Mr, OBEY, I don't have the answer to it, but when medicare pays
in part for that depreciation fund it in fact is making it somewhat
more likely, it seems to me, those hospitals are going to be rebuilt in
the same place. I don't know how to get at it.

Dr. EDWARDS. That is right. The legislation that is now being con-
sidered on comprehensive health planning, both the bill that has been
submitted by the administration and the bill that has been put to-
gether by Congressman Rogers and Congressman Roy, hopefully
will give us a greater ability to get at this exact problem you are talk-
ing about. But certainly with a formula grant that is controlled by the
States we have very little input as to where these hospitals are being
located.

HEW PO MY ON DRUG REIMBURSEMENT

Mr. OBEY. Let me question you on HEW policy on drug reimburse-
ments. You told the Senate subcommittee on February 1 that HEW
intends :

To make certain that drugs purchased under federally aided health programs
are paid for at the lowest cost consistent with the need of the patient and com-
patible with the continued viability of the drug manufacturing and marketing
industry.

32-039 0 74 4
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You also said this effort hinges on whether the issues of the drug
quality and price determination either have been or can be resolved.

As of today what is your timetable for regulations to implement
that policy which I think is a good one?

Dr. EDWARDS. About 2 weeks ago we sent a letter to a number of
groups that were interested in this particular subject,

both consumer groups and industry groups, asking them a number of
questions that we feel are pertinent, to the development of this kind of
a pricing. policy. We have asked them to respond no later than March
30. We will quickly look over the responses and see how they relate to
the strategy we have already set up. We will publish this in the Federal
Register for comment sometime during the month of April. We will
allow 30 days' comment., and then publish the final regulation.

Mr. OBEY. What is your estimate of the savings tb be gained. frcim
this in fiscal 19751

Dr. EDWARDS. We estimate that we could potentially save between
7 and 8 percent of the total drug bill that is being paid for by medi-
care, medicaid, and our maternal and child healthiorograms.

Mr.-OBEY: Why is-your' -eat i finite leiVer 1 half Mr. Weinberier's
Dr. EnwAnns. I thought it was about the same.
Mr. OBEY. Ire said it would be at least 10 percent.
Dr. EDWARDS. Let me say between 7 and 10 percent. Our people come

up with just a little lower estimate than that, between 7 and 8 percent.
I would have to review the figures to tell you where we may have some
disagreement.

The problem, though, is that this pricing issue is far more complicated
than even we had originally thought, and that is why we have taken
some time to really investigate it.

Of course we also want to avoid setting up an administrative bureark-
racy that is going to cost us more than we are going to save in the' pur-
chase of the drugs. In other words, we have got to set something up
that will provide this in the simplest possible.

Mr. OBEY. Two weeks ago you told Senator Nelson's committee the
physicians would be "required to give a written medical justification if
they prescribed a high-priced brand name product for medicare and
medicaid products." Could you explain how that would work.

Dr. EDWARDS. We haven't finalized this. It is important to point out
that we are not necessarily going to demand that the lowest priced drug
be purchased, but rather the lowest priced generally available drug. If
a physician for some reason or other believes that his particular
patient can't use that drug and has to take another drug, he will sub-
mit to an appropriate body a note indicating such. We will review
these retrospectively. The number of physicians doing this will be
very small, and I don't think it will be a major problem. If it becomes
a major problem and we are getting a lot. of these exceptions we will
have to do it prospectively:, In other words, the physician would have
to indicate to the appropriate group he wanted to use this kind of a
drug before it was actually dispensed to the patient.

DEVELOPMENT OF A FORMULARY

Mr. OBEY. Wilt you be putting together any kind of a formulary I
Dr. EDWARDS. We have no specific plans for a formulary. As you

know it has been discussed on numerous occasions by a number of
people.
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Mr. OBEY. You would have to have something it seems
Dr. EDWARDS. Of course the FDA is putting together the drug com-

pendium, but that is not a formulary. The formulary approach may be
the only way we can get at this pricing problem. I think that is alittle way off.

Mr. OBEY. How far off ?
Dr. Enwanns. I don't know that we will need it. There is no reason

to have a formulary if we can come up with a system that will allow us
to determine the purchase price of a drug without actually going to a
formulary per se.

NATIONAL INSTITUTE OF OCCUPATIONAL SAFETY AND HEALTH

Mr. OBEY. Let me ask you some questions on NIOSH.
As I understand it there are enforceable Federal standards to protect

workers' health for only 450 of the estimated 15,000 chemical and
physical agents to which workers are exposed. That is a pretty low
percentage. As I understand it you are asking for. 40 new positions
this year for NIOSH but that really represents only a restoration of
40 of the 95 which were cut 2 years ago.

In light of the tremendous backlog you have in establishing stand-
ards of some kind, how can you defend a budget which is that low?

Dr. EDWARDS. I would like to have Dr. Sencer speak to this if I may.
But I would just say if we are going to attempt to provide standards
for all chemicals, et cetera, that are used in industry, it would require a
bud t the size of which I don't think any of us could accept.

Mr. OBEY. I am not asking for all of them. It seems to me you have
significantly lowered your sights as far as the output that NIOSH
ought to be providing.

Dr. SENCER. Mr. Obey, even if we have double the number of people
we couldn't significantly increase in any short period of time the num-
ber of standards that are promulgated.

Mr. OBEY. I understand that. That is why I am suggesting you are
really dragging your feet.

Dr. SENCER. We are working with the Department of Labor on a
new approach to go along with the criteria documentation on standards
set. We have transmitted to the Department of Labor 16 criteria docu-
ments. These range from things as complicated as asbestos to benzene,
noise; silica, a large number of things. We have selected these on
the basis of the severity of the disease that would be caused by the com-
pound and the size of the population that is being occupationally ex-
posed to the compounds.

For example, asbestos, as you know, is an occupational cause of
cancer, and was the first standard that we promulgated to the De-
partment of Labor. This will protect something like 200,000 workers.

We are working now with the Department of Labor on a more rapid
method of improving the protection in the workplace for those things
we know to be toxic. These will not be as complicated as the criteria'
documents that we presently are providing but will set threshold limits,
and enforceable limits that the Department of Labor can use more
quickly.

Mr. OBEY. I understand, but when Mr. Stender from OSHA was
here, he made it clear the input they got from NIOSH was by far the
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most important input they got. When I asked him why they were
doing such a slow lob, he said, "This takes time, it is a very time-con-
suming operation.'

I will quote.
Mr. OBEY. What you are saying in effect then is that, given the input that

you get from other outside sources, including NIOSH, this is about the most
that you can usefully use?

Mr, Svarmrs, I think we are addressing them just about as fast as we can get
them and as we get the solid information behind them.

Mr. OBEY. My concern In looking at those figures leads me to believe Somebody
is not moving as fast as they ought to. If it does not imply that your budget is
Inadequate in this area, I would think it would imply that the budget for some-body like NIOSH is entirely inadequate.

Mr. SUNDER. It seems to me I saw somewhere where the NIOSH budget was
cut back. I regret that. It is not in ours, but I thought somewhere there is a
cutback on that. I do not understand that at all.

Doctor, I don't understand it either.
Dr. SENCER. There is no cutback in the program activities that

we are talking about.
-- Mr. OBEY. I understand you have that one-shot item. I understand
that when we are talking'about dollars. But in numbers of people you
are talking about a reduction. You have 40 in your budget over last
year but last year it was cut by 90.

Dr. SENCER. We cut out some of the activities we were doing last
year, particularly in the area of training, Mr. Obey, so that the
people that were reduced last year are not necessarily people working
on criteria documentation. We protected this area of work at the
expense of .other things.

OUTPUT OF CRITERIA DOCUMENTS

Mr. OBEY. Your budget this year proposes than you can finish
how many criteria packages?

Dr. SENCER. We will finish 11 criteria documents this year and 14
next year, but this will be augmented by some 40 good manufacturing
practices for workers that will be jointly developed with the Depart-
ment of Labor.

Mr. OBEY. Which is still something else. That is not a standard for
chemicals.

Dr. SENCER. But it is much better than anything we have at the
present time.

Mr. OBEY. I understand that. You seem to feel that is adequate.
Let me quote from a letter of Secretary Richardson to Senator Mag-
nuson received July 25, 1972. Mr. Richardson, while he was objecting
to some of the budget increases that had been made in the Labor-
HEW bill stated as follows:

There is, however, one exception which I particularly want to bring to your
attention, the appropriation for the occupational and safety activities of the
Health Services and Mental Health Administration. Since that budget was
submitted I have become very concerned about the rate at which new health
and safety standards are bing promulgated. We have so far only recommended
five such standards.

He goes on to say:
The budget estimate was built on the assumption we would recommend

20 to 30 additional standards in fiscal year 1973. I now feel we should accelerate
this pace to 40 to 80 standards.



Why are you now satisfied with the much lower number?
Dr. SENCER. It is not that we are satisfied with them, but I think

it is just the time it takes to develop some of these standards with
the research that has to go into it. We feel we can protect more workers
by concentrating on those things of highest toxicity and at the same
time working on the other program I was describing to improve in
general.

ADEQUAOY OF NI0811 BUDGET

Mr. OBEY. The Director of NIOSH doesn't seem to agree with you.
He is quoted in the New York Times:

NIOSH is not expanding, it is shrinking. It is getting the proverbial meat ax.
Our present laboratory space Isn't even adequate for any kind of research.
It is substandard. We have been frozen on hirings for most of our existence, and
we are losing key staff right and left because we don't have the grade point
to promote them. I don't think NIOSH is a viable organization at this time.

The article then stated Dr. Key had said in a later response things
were still the same.

"Dr, Key said the situation hasn't improved. If inything, it is
worse," the article says.

Dr., SENCER. I can't vouch for what Dr, Key said. He told me this
was a comment he made a year ago at the National Advisory Council
on Occupational Safety and Health and he feels things have improved
now. I wish he were here.

Mr. OBEY. Will he be testifying here?
Dr. SENCER. Yes. We do have a request for space in Cincinnati to

build a new laboratOry ; we have the design on contract. So we are
moving to provide new laboratory space for the National Institute of
Oempational Safety and Health.

Mr, OBEY. What additional positions and funds are being recom-
mended in light of the vinyl chloride episode?

Dr. SENCER. We are looking at the espisocle to see what needs to be
done. We are not making any recommendations for additional funds
or positions at this time. If necessary, we will divert them from other
activities to work on this problem.

Mr. OBEY. If you do, what other research areas would be hurt?
Dr. SENCER. I don't think it is research, it is a question of how you

develop the control methodology.
Mr. OBEY. Which of those areas would be hurt?
Dr. SENCER. As we approach any nroblem we will establish our pri-

orities. It may be that we will pay less attention to something in in-
fectious diseases in order to bring about corrective action here.

Mr. OBEY. Do you think that is better than asking for more money ?
How much did NIOSH ask for; how many new positions?
Dr. SENEER. NIOSH asked for 135 new positions in fiscal year 1975.

The 1975 requeai, to Congress is for 40 positions.
Mr. OBEY. Where tip the line was it cut?
Dr. EDWARDS. I would have to go back and look at the record. The

Department had to look at total manpower needs. And obviously
the OMB was invoked. We would have to check the record to see
exactly where the cut was made.

Mr. OBEY. I frankly think you are a much better man than this
budget. on NIOSH would indicate, and I would like to get your an-
swers.
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Dr. EDWARDS. We have had a difficult timethere is no question
about itin terms of our whole manpower situation. And understand-
ably the rate at which the manpower of the Department of Health,
Education, and Welfare is growing we have had to live within the
Department wide manpower ceilings.

Mr. OBEY. Over the last 3 years.
Mr. MILLER. Let me put in the record what we said we would put in

the record for the Secretary on that. I want to make the point be-
cause it refers to Secretary Richardson's letter which was the point
at which we did endorse the growth of NIOSH. In 1970 we were at
$10.4 million and the 1975 request is $27.9 million.

Mr. OBEY. I am talking about positions.
Mr. MILLER. I think, as Dr. Sencer has indicated, there has been sig-

nificant growth in positions centered on the development criteria.
Mr. OBEY. The fact is you don't define progress in terms of numbers.

It seems to me you define progress in terms of the number of criteria
packages which are being drawn up, and by your own admission you
are going along at about 25 percent of the rate Secretary Richardson
recommended to this committee 2 years ago. Yet you say to me you
seem to think that is adequate.

MONITORING SELECTED INDUSTRIES

Let me ask, I know there are a lot of Americans who have been
affected by asbestos and other chemicals which cause cancer because
of past exposure. As I understand there is only one small group of
former employees in Tyler, Tex. under surveillance by NIOSH. That
means in most surveys while you may check people who used to work
at a place for purposes of scientific studies, a lot of times that is done
on a sampling basis and not done for the entire work force, and in
many cases the workers who may have been exposed are not even con-
tacted. Isn't that really a pretty dismal record? I am not blaming you,
I am suggesting the country ought to be doing a better job than that.

Dr. SENCER. I think we lack the legislative authority at the present
time for the Federal Government to do this. As I understand the
Occupational Safety-and Health Aot, nekt-year'*6-iiill be in a position
where we can monitor people in selected industries.

I do know legislation has been introduced in the Senate that would
speed up this process to set up registers of people in certain occupa-
tional categories so there would be a better mechanism of monitoring
their continuing health.

ADDITIONAL FUNDS FOR' NATIONAL INSTITUTE OF ENVIRONMENTAL
IIEALTII SCIENCES

Mr. OBEY. Let me ask this and I would like you to answer this Dr.
Edwards. What additional funds are being made available to the Na-
tional Institute for Environmental Health Sciences for toxicological
and other studies.

Dr. EDWARDS. The budget for NIEHS is remaining somewhat sta.
t ionary.

CANCER INSTITUTE

Mr. OBEY. Let me ask this: I am told that the National Cancer In-
stitute has no organized program in the area of occupational Cancer.
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I don't know if there ought to be one, whether it is scientifically sensible
to do that or not.. But it seems to me that people in the workplace face a
much greater risk of cancer because of what they work with than people
in other areas of the economy, and I wonder whether we are going to
get this going.

Dr, EDWARDS. The National Cancer Institute has a very extensive
toxicology program which involves many, many substances both in-
dustrial and nonindustrial.

Mr. OBEY. What is the increase for that?
Dr. SIMMONS. That went from 56 million in fiscal year 1974chemi-

cal carcinogenesis to 70 in 1975.
Mr. OBEY. How much from last year's budget to this year's?
Dr. SIMMONS. It was 66 million in 1974 and it is up to 70.8.
Mr. OBEY. $4 million?
Dr. SimmoNs. Right.

UTILIZATION OF ADDITIONAL FUNDS BY NIOSH

Mr. OBEY. That is not much is it?
Dr. Edwards, do you really feel that NIOSH could not productively

use more money and more positions to prepare those criteria packages?
Dr. Eoweans. I am certain that NIOSH could use more money and

more positions as a number of other of our programs could use more
positions and more money. Nevertheless, in the final analysis I suspect
we could all agree there ib so much available for the health programs
and in the judgment of the administration this is the amount of re-
sources that could be allocated for NIOSH activities.

Mr. OBEY. How many years is it going to take, given our present
budget pattern, before you have criteria packages for all of the chemi-
eals which corkers are exposed to in the workplace?

Dr. EDWARDS. That is a difficult question. I suspect if the Congress
and the executive branch continue to have priority programs like the
cancer program that takes over a half a billion dollars each year that
obviously we are going to have other programs which are inadequately
funded, at least in your judgment and inine.

Mr. Orizit.-Nn" gress didn t 'recommend you hold the level 61.01 other
National Institutes of Health at last year's level. You recommended
that.

Dr. EDwARDS. Nevertheless you know and I know that the Office of
Management and Budget has a total dollar figure that we all have to
live with, and we have to accept their judgment on that overall figure.

Mr. OBEY. I understand. We are not talking about that. Obviously
there are going to be cuts in other areas of the Federal budget, It
seems to me, given the total job to be done here, that this kind of
standpat buciget in the NIOSII area is unconscionable.

Dr. EDWARDS. Again I think you have a point. Obviously they could
use more money if we had the money available, but this is the way we
had to allocate the total available budget resources. That is about an
one can say about it.

Mr. OBEY. That is all, Mr. Chairman. Thank you.
Mr. FLOOD. Mr. Shriven
Mr. SHRIVED. Thank you, Mr. Chairman.
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IIALDISTRIBUTION Or HEALTH SERVICES

Dr. Edwards, in his health message to Congress this year the Presi-
dent noted the need to improve health service distribution in the
country, and he mentioned the administration intends to encourage
State, local, and private authorities to modify some existing laws
relating to health regulations licensing, planning, production, and
manpower allocation. Would you comment on the specific problems
in these areas?

Dr. EDWARDS. That is a large question to answer in the detail that
you want.

Mr. SHRIVER. Why don't you then put it in the record ?
Dr. EDWARDS. May I do that in some detail in the record because

we got into the manpower issue yesterday, and there are many com-
plicated issues that the States have to address themselves to. We are
trying in the administration, and so is Congressman Rogers and
others, to upgrade the quality of health planning. We are i rying in our
proposed bill to upgrade the regulatory efforts of States. So I
would like to put that in some detail in the record.

[The information follows:]

STATE HEALTH INITIATIVES

Several States are beginning to implement new concepts of health resources
policy designed to improve their health delivery systems. Among these are the
States of South Carolina and Wisconsin.

SOUTH CAROLINA

To centralize health funds and management, the State of South Carolina
created a unique health policy and planning council. In turn, the council estab-
lished a central source of State and Federal health and human development
funds to be meted out with the State by the council in a more rational and
manageable way. The flow of moneys through the council is expected to begin
shortly as soon as regulations are waived that require channeling funds directly
to State agencies.

The council's mission is to establish health policy, set priorities, establish
an investment schedule to achieve specific objectives, create a medical manage-
ment information system, and develop a process to assess progress. It is already
a step beyond State- certification-of-need legislation, which Many States- hare"
enacted to heip allocate health resources where they are most needed, such as'
determining the location of hospitals.

The council recently launched a survey to identify health resources and their
achievements in an effort to eliminate duplications and overlaps and determine
where program gaps exist. With this data the council plans to assess accurately
and promptly the impact of its policies on health resource allocations. A prime
objective is to make health care accessible to all, and one of the first actions of
the council will be to help set up a statewide system of family practice residencies

Essentially the council will centralize funds and act as a subcontractor to
State agencies. When the monies are diverted to the council, all requirements
for public funds will have its prior approval before they are submitted to Wash-
ington, Atlanta, or the South Carolina General Assembly. The funds will be
spent in accordance with the intent of the legislation.

Membership of the council includes a chairman, 10 health care consumers,
and 9 health care providers, including physician heads of State health-related
agencies and 2 physician delegates to the South Carolina General Assembly.

To date, there are few criticisms about the health council concept. The large
infusion of State funds has helped to allay objections from State agencies.

WISCONSIN

The past 18 months have seen major changes in the organization structure,
program content, and policy systems of Wisconsin State government in seta-

,
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lion to the broad health field. Legislation enacted during 1973 created a health
policy council that reports directly to the Governor's office, This advisory group,
a majority of which represents the interests of consumers of health services in
Wisconsin, is responsible not only for advising on State comprehensive health
planning activities but for serving as the mandate advisory council for a variety
of federally supported programs such as facilities construction, drug abuse
prevention, alcoholism control, community mental health center development,
and programs for the developmentally disabled. In addition, the council serves
in a policy advisory role related to, but independent from, its health planning
activities.

During 1973, the health policy council :
Developed a set of priorities for implementing recommendations of health

task forces;
Developed and approved a State certificate-of-need bill which is consistent

with Federal programs WA specific to Wisconsin's needs;
Approved State plans in drug abuse, alcoholism, facilities, and develop-

mentally disabled
To strengthen the Council's role, the Wisconsin legislature created a Division

of Health Policy and Planning to function as a supporting group to the Council
as well as a policy advisory unit to the executive office and legislature. The
Division acts independently of existing State agencies with health-related respon-
sibilities, and has statutory authority to coordinate the planning activities of
the several State agencies involved in State affairs.

During 1073, the division :
Participated in Federal evaluation of areawide health planning agencies

in the State;
Developed a capital expenditure review program to enable the State to

quality as a decislonmaker under provisions of Public Law 924303, for
which the State will receive an additional $225,000 in Federal assistance;

Completely revised the State's comprehensive health planning procedures
to increase input from nongovernmental and governmental agencies in the
development and implementation of the State plan.

The health policy council and the division of health policy and planning
utilized the "Report on the Governor's Health Task Force" which recommended
the creation of the council and division as a basic plan for operations, Consider-
ing the wide scope of the task forces investigations and breadth of its recom-
mendations, considerable effort toward implementation occurred during 1973.
Among the achievements in 1973 toward supporting the task force goals were
the following:

Passage of legislation providing a statutory basis for health planning in
the State;

Passage of legislation permitting hospitals to employ physicians on a
staiRritAtasIS

Passage of legislation permitting 'Hirollinent of title 10 b4nettelattes in'
prepaid health plans ;

Passage of legislation mandating uniform boards under section 51.42;
Passage of legislation restructuring inpatient mental health services in

State and county institutions;
Administrative action toward developing affiliation between the State's

medical schools and hospitals in the State as a means of improving med-
ical education and training throughout the State;

Expansion of enrollment at both medical schools in the State as a means
to increase physician supply.

NATIONAL CENTER FOR HEALTH EDUCATION

Mr. Simms. The President also mentioned the intention to estab-
lish an Office of Health Education within the Department of HEW. I
am wondering what existing functions would be included in this and
what would be added?

Dr. EDWARDS. As you know, Congressman, some time ago the White
House put together ft commission to study the whole subject of con-
sumer health education. This group made a report to the President
some months ago recommending a number of things, including the
establishment of a focal point in the Federal Government for con-
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sumer health -education. Although we spent enormous amounts of
money in the field of consumer health education, there really has been
no focal point for coordinating what we were doing..Our efforts have
been widely disbursed and sometimes less than effective.

They also recommended in this report that a joint private - public
national consumer health education center be established.

Mr. SHRIVER. Is that the National Center for Health Education?
Dr. EDWARDS. Yes. We have taken the first step in implementing

these recommendations, namely, in designating a focal point within
the Department to be certain that our efforts in the consumer health
education field are effective.

This is just getting underway. Dr. Sencer is in charge of this effort,
and we have placed in the 1975 budget $3 million. That is in addition
to the many millions of dollars we are spending in consumer health
education already in other programs.

Mr. SHRIVER. Would you look for private financing, too?
Dr. EDWARDS. This National Center which we are speaking of would,

have to be primarily funded from private sources.
Mr. SHRIVER. From what sources I
Dr. EDWARDS. I think there would be a number of sources we could

get funds from I think the insurance industry would certainly be one.
The Blue Cross and Blue Shield would be another. Many of the health
related industries, the pharmaceutical industry, the foal industry, any
number of industries of this type, I Nrould expect to be financially
supportive of this effort. It would be to their advantage from an eco-
nomic point of view.

HEWMOSCOW HEALTH LINE

Mr. SHRIVER. Is the new health line between the Department and
Moscow located in your office?

Dr. EDWARDS. Not in my office. At the Parklawn
Mr. SIMMER. How is it being used?
Dr. EDWARDS. It is being used in a number of different ways. It is

being used between our scientists to transmit informationma_far
more 6(p-edition-a ivay thaii was hirmeilS; used. We have communicated
frequently with the Minister of Health's office from my office certain
agenda items; for example, for the World Health Organization. I think
there are any number of ways.

Dr. SENCER. As an example, Mr. Shriver, we have been noticing in
tourists returning from the Soviet Union, particularly Leningrad,
there has been a very high incidence of an intestinal parasite that
causes dysentery, much more so than any other parts of the world.
We were going to publish this in our weekly morbidity reports to alert
the public to it, and we used the health line to Moscow to let, them
know so we didn't appear to striking at the health of the Seviet
Union unfairly.

COMMUNITY MENTAL HEALTH CENTERS

Mr. SHRIVER. I understand you are again proposing to terminate
Federal assistance for startup costs for additional Community Mental
Health Centers. It is nothing new. You say this assistance will be re
placed by insurance payments under national health insurance.
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are planning some new starts for new Community Mental Health
Centers, but we are not planning, any new starts in our budget for 1976.
We plan in 1976 to continue to fund those already in existence.

Mr. SHRIVER. I understand that. But in the future?
Dr. EDWARDS. It is our intention, depending upon what you in the

Congress decide, to eliminate new starts in the mental health area.

DEVELOPMENT OF A NATIONAL HEALTH POLICY

Mr. SHRIVEL Would you put into the record more about your
working partnership you mentioned in ,your statement among the ex-
ecutive ant, legislative branches of the Federal Government and State
and local governments, the leadership of the private health sector, the
academic community, industry, and consumers of health services. It is
a pretty large group to get working together. Put in how you intend
to go about mobilizing all of these forces to come up with a national
health policy and specify plans for carrying it out.

[The information follows:]
The "working partnership" of which I spoke derives from a conviction that

the American people share the basic goal of healthful and productive living.
The reorganization of the health components of HEW, which we accomplished

last year, was undertaken, in large measure, to insure that Federal health poll-
ees, as they develop, would be properly focused and that the health concerns of
the Federal Government could be expressed with the strength of a single voice.
Individuals, outside groupswhether public or prtvate--can now relate to a more
unified health establishment rather than having to confront several more or less
autonomous health bureaucracies.

I have met personally with literally hundreds of groups and individuals during
the past year to discuss formally or informally our current health initiatives
and concepts. When one adds to this the contacts betkr.'oen members of my office
and outside groups or individuals, the numbers leap 1to the thousands. These
contacts have included Members of Congress and staff of congressional com-
mittees. We have been extremely fortunate, I think, in having the responsible
contributions of so many legislators, health professionals and institutions, and
consumers in sharing their ideas, data, and experiences with us.

In order to provide for ongoing stable exchanges between my office and repre-
"sentatives of outside organizations, institutions and groups, I have reestablished

with a new and broader charge the Office of Health Liaison. This Office works
closely with the Secretary's Special Assistant for External Affairs (who handles
similar functions for the entire department) and with the health agencies and
our regional offices to disseminate information on what we are doing to all inter-
ested persons, often to solicit their comments on or ask their reactions to our
proposals and those of others.

The "decentralisation" or the majority of our programs to the Regional Offices
has, we think, strengthened our ties to and enhanced our working relationships
with State and local governments, As this process continues, we see every
prospect of this aspect of our partnership becoming increasingly more effective
in the administration of the Nation's health programs along with providing us
with a better sense of our opportunities to be of service as well as the constraints
imposed by local variation.

Recent efforts to coordinate Federal health programs have included intra-
departmental activities to more closely aline the financing programs of Social
Rehabilitation Service and Social Security Administration and the planning
and services programs of the Public Health Service. My office is also currently
engaged in very active and promising discussions with the Veterans' Admin-
istration and the Department of Defense on how we might better share our
responsibilities for addressing the country's total health needs in manpower,
nuality review, and other areas. I think greater cooperation among the major
Federal health agencies is already being achieved.

The partnership between the legislative and executive branches is symbolized
by, but not limited to, the heaiings process itself in which we are afforded the
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opportunity to promote and defend our proposals and programs, It is a forum
In which they may be meaningfully compared with alternative programs and
proposals, enhancing our national policymaking process.

Almost all of our programs are required, either by legislation or by adminis-
trative policy, to insure consumer input into our decisionmaking processes. This
includes health services, health planning, professional standards review orga-
nizations, and many other activities. We also attempt to balance advisory com-
mittee and council membership to provide broad representation of diverse
consumer Interests. I think both the Congress and this department are firmly
committed to permanent, meaningful participation by consumers in the devel-
opment of our Nation's health policies.

Through "working partnerships" such as these we hope to contribute substan-
tially to the development of sound and responsible health

PROFESSIONAL STANDARD REVIEW ORGANIZATION

Mr. NATCIIER. In your statement to the committee you stated, Doc-
tor, that the Professional Standards Review Organization effort isone
of the important steps for increasing the effectiveness of our health
care system.

Dr. Edwards, as you know some of our physicians don't agree with
that. 'What can you say to the committee that we could pass along to
these doctors who are very unhappy with this particular program?
Is it successful, will it be successful?

Dr. EDWARDS. Congressman, I think very frankly it is far too early
to say whether it is or isn't successful. I think only time will tell.

I think, thought I would certainly say that if it is going to be suc-
cessful, and that is a big ifI think its success is going to depend
entirely upon whether or not the private practicing doctors in this
country really take hold of it and run with the program. I think we are
trying to given them every opportunnity we can. It is a program that
isn't going to work if it is run by a Federal bureaucarcy. It has to be
run with peer review at the local level by practicing physicians.

I think there has been a lot of misunderstanding about the pro-
gram. Naturally the medical profession at this point in time feels that
the noose is tightening a bit, and perhaps it is. But nevertheless I think
that the law was written by the Congress in a way that gives the med-
ieal profession every opportunity in the world to control this program.
But like most Federal programs, if they don't the Federal Government
will probably have to step in and do it. The basic structure is there
for it to be a success and for it to be a success via the private practicing
community.

Mr. NATCIIER. You believe then we should continue under this pro-
gram and not make an effort, as some want, at this time to have this
law repealed?

Dr. EDWARDS. I certainly don't think the law should be repealed.
I think the Congress should watch it very, very closely because I be-
lieve, and 1 think Dr. Simmons would agree, there probably are some
amendments to the law that should be made.

I think Dr. Simmons might want to speak to this. We are already
beginning to look at ways of recommending changes to you and the
Congress.

The basic idea of quality control is a good idea because the quality
of health care delivered in this country varies from place to place.
I think that there are many, many opportunities, as the Chairman



pointed out yesterday, to upgrade the average. That is really what we
are talking about.

Mr. NATCHER. How do you feel about it Dr. Simmons?
Dr. SIMMONS. You are talking to a pretty biased observer, but I

guess I could honestly say, if this program works as it could, it could
have the greatest favorable impact on quality care in this country of
anything the Congress has ever enacted. I honestly believe that is its
potential.

I think you should understand that there are also many physicians
in this country who support and understand the need for this kind of
a program. You do hear from organized medicine. Anything new is
tearful. If I didn't understand the program, I would have my own
fears about it.

I believe the way the law is written, and with some possible amend-
ments that might be appropriate as we go along, it is basically a good
law, that it gives to the profession the responsibility and the oppor-
tunity to regulate itself in the public interest. There are many first-
rate physicians in this country and some very important scientific
organizations that have endorsed the concept and are working very
hard with it. I believe it can work.

Dr. NATCHER, Dr. Edwards, I want to say to you it is always a pleas-
ure to have you appear before our committee. I think we are indeed
fortunate to have you serve at this time as the Assistant Secretary of
the Health, and as one member of this subcommittee I hope you stay
on now. I say that to you frankly.

Dr. EDWARDS. I appreciate your kind words. Thank you.
Mr. FLOOD. Mr. Robinson.

NATIONAL INSTITUTE OF OCCUPATIONAL SAFETY AND HEALTH

Mr. ROBINSON. Initially, Doctor, I would like to get back for a
moment to NIOSH and some of the comments that were made by Mr.
there is a very important interrelationship between NIOSH and
OSHA which has been acknowledged.

When he was here, his. priority was on getting additional people for
OSHA that are in the regulatory and enforcement field rather than
in the field of education, which appears to me to be highly necessary
because of the misunderstandings we acknowledge exist between
OSHA. and particularly the small employer.

In your planning for NIOSH I wonder to what extent the problem
is recognized and to what degree you will be increasing your educa-
tional effort as far as NIOSH is concerned in addition to the stand-
ards that you are developing?

Dr. EDWARDS. May I ask Dr. Sneer to speak to that.
Dr. SENCER. Mr. Robinson, OSHA and NIOSH have joint plan-

ning meetings. We plan our programs jointly and our programs are
reviewed jointly by 4`,21M111 so that we try to make sure that the Depart-
ments of Labor and HEW are going forward in a manner that is com-
patible and we are not competing with each other.

In terms of the educational side, NIOSH has the authority to
visit small industry or large industry at their request or at Labor's
request to determine whether there are correctable hazards in the
workplace, and we are called upon frequently to do this.
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We are in the process this month of completing a survey of some
2,000 different industries, working out of our regional offices, to de-
termine what are the health hazards we had not known of before,
and this information will be turned back to industry as an educa-
tional rather than as a regulatory mechanism.

When we do walk through a plant and do find something that is a
serious health hazard, it is our responsibility, of course, to notify
OSHA so they can take corrective action.

Just recently in Wisconsin we went through a print shop at their
request. It was a joint request of management and labor. We have
found a disturbing fact. There were three cases of leukemia diagnosed
in a fairly short period of time in the workers in this printing estab-
lishment. We are now taking a bigger look at the printing industry
to see whether this is happenstance or we can determine there is a
cause and effect relationship. If there is a cause and effect relationship,
what can we remove from the environment that will prevent it from
occurring?

Mr. OBEY. If the gentlemen will yield, true, you went into that print
shop in Wisconsin all right. But isn't it also true the study was de-
layed a year or a year and a half because of the nonavailability of
a physician until the union itself produced a physician who, went over
those records on a volunteer basis? Doesn't that study you are brag-
ging about show how inadequate your budget is?

Dr. SENCER. I don't know about that situation. The problem with
physicians is a very acute situation at the present time. As you know.we are

Mr. OBEY. But you are using all your money to contract out.
Dr. SENCER. But we are no longer able to recruit physicians through

the draft mechanism. So NIOSH has had a very difficult time in terms
of getting physicians. This is why they have had to contract out or use
volunteers to do the work.

Mr. OBEY. I think it comes with ill grace for you to brag to the gen-
tleman from Virginia about that specific study.

Dr. SENCER. I wasn't trying to brag, sir. I was trying to put it in the
record that we are trying to do things.

INTERCOOPERATION BETWEEN NIOSH AND OSHA

Mr. ROBINSON. With further regard to intercooperation between
NIOSH and OSHA, do you participate in the seminars that are held
with regard to the educational efforts in this area that OSHA, T think,
mainly sponsors in the educational safety program?

Dr. SENCER. I am sorry I can't answer that question. I will supply it
for the record.

(The information follows :1
No, however, we have cooperated with OSHA on several other educational

efforts in the past and will continue to do so In the future. Our Division of Tech-
nical Services in cooperation with the NIOSII regional offices has begun pilot
consultative services to small businesses program which does provide onsite
safety and health consultation to small businesses to assist them In complying with
the act. These consultations are self-initiated within certain standard industrial
classification (S.T.O.) categories and are carried out In each type of industry long
enough to develop fact sheets which have broad aPplication to all small industry
within each S.T.O. code.
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Our Division of Technical Services provides a wide range of technical assist-
ance activities to industry. Briefly, we respond annually to thousands of written
and telephone requests on technical matters, and provide direct onsite Industrial.
hYgienb and medical investigations upon request from employers or employees.

We are further extending our impact on the working population by utilizing
the knowledge gained by such investigations in developing criteria for standards
and educational materials such as good work practices manuals oriented around
specific occupations, pamphlets on specific hazards, and informational packets on
health and safety problems commonly encountered in various types of small
businesses.

OCCUPATIONAL SAFETY AND HEALTH SEMINARS

Mr. ROBINSON. OSHA, of course, does conduct seminars, and the
complaint has been made that the seminars are too far apart and in-
sufficient in number. If there is any way that NIOSH could assist so
that these seminars are conducted with greater frequency and for a
greater number of industries, I think that the problems that exist; and
they do existwould be substantially alleviated. Of course NIOSH
being the Agency that is prepared to give onsite consultation is par-
ticularly important because OSHA can't give this kind of consultation
to the end that the program is understood and the employer becomes
willing to cooperate in the program rather than resisting it, which is
all too evident with the program as it is presently administered.
.wonder if you would react to the NIOSH attitude with respect to this
matter?

Dr. EDWARDS. Dr. Key, who will be here later, will be able to com-
ment on that..

Mr. ROBINSON. I will be happy to defer it.
Dr. SENCER. I would appreciate it. I am not familiar with that part

of the program, Mr. Robinson.

OROANIZATION PLACEMENT OF NATIONAL INSTITUTE OF OCCUPATIONAL
SAFETY AND HEALTH

But, before I leave the subject of NIOSH what is the rationale for
putting NIOSII with the Center for Disease Control?

Dr. EDWARDS. I think there is a good rationale, Congressman. I think
first. of all the Center for Disease Control is our organization that has
the strongest relationship to the States and works closest to the State
health organizations and other State groups that have activities relat-
ing to the health establishment.

In addition to that, I think there is no question that CDC is our
prime epidemiological resource within the Federal Government, cer-
tainly within the Federal health structure.

There are other reasons too, but I think these two in and of them-
selves are sufficient reason for having NIOSH in the CDC organiza-
tion.

Mr. ROBINSON. Does this indicate a philosophy on your part that it
is extremely useful and presents a more balanced program if the func-
tions of NIOSH and OSHA are tied as closely as possible to the State
structures that exist in the same area 'I

Dr. EDWARDS. I think we have to take advantage of the State struc-
tures, yes.



62

PROFESSIONAL STANDARD REVIEW ORGANIZATIONS

Mr. Rom NSON. Regarding PSROs, you have already heard mention
of the fact that there is substantial resistance to this program, and I
don't have to tell you sonic of this resistance exists in my home State
of Virginia. It exists in spite of the fact there was a strong support
for the peer review system within the ranks of our doctors in Virginia,
but because Virginia was divided into five regional areas rather than
setting up one State level structure which they were prepared to sup-
port and have so stated in testimony before the Secretary. Mr. Casey
of Texas made the same complaint.

It has come to my attention that in the process of review there were
States which were reduced at least in the number of PSROs that were
to be placed within that State as compared to the original number that
was suggested.

I would ask you why it is possible to reduce sonic, States and not
others in terms of the original evaluation that was made?

Dr. EDWARDS. Again let me make several general comments and
then Dr. Simmons can speak specifically as to how they came to the
decision that they came to.

This has been, as you have indicated, a very, very difficult issue, the
designation of these PSRO areas. Unfortunately at least in my own
personal judgment, the congressional intent, particularly that of the
Senate Finance Committee, was such that we had to set an arbitrary
cutoff point in terms of the number of doctors above which we would
have to have more than one PSRO or below which we could have a
single State PSRO. We set this figure. Obviously there were a lot of
States that didn't go along with it, Virginia being one of them. We
gave Virginia a great deal of thought before the final decision was
made.

We did cut the number of PSRO regions in some States. There
were two States where we designated single State PSROs, the State of
Georgia and the State of Washington. We had originally planned to
have more, but I think their justification for a single PSRO was good.

-Dr. Simmons, do you want to speak on this?
Dr. Siatatoss. First of all, I am sure you understand there is no

way to divide up America and make everybody happy. That is one
thing I have learned in 6 months. There is no way we could have
satisfied all the competing interests all over the country from the
planners to the Governors, the consumers, the physicians and to the
hospital associations, most of whom couldn't agree among each other.
So we have had to set up some criteria that we thought the legislation
required of us and could be defended in the courts if necessary. I
think we were able to set those up and adhere to them.

But with respect to Virginia let me make sure one thing is clear.
Virginia does not want a statewide PSRO. None of the States who say
they want a statewide PSRO in fact do want that. When you talk to
them what they want is the ability of State level organizations to have
a meaningful role. in this program. They don't want to control the re-
vieiv, and they don't want to set the standards. I am sure no local group
of physicians would let them do it. That is clear.

What Virginia wants we are able to offer them. Just as we are able
to offer Texas, Illinois and all of the other States that are of that size.
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Virginia wants the ability to influence the PSRO program and provide
leadership. Under the statewide PSRO support center which we de-
veloped specifically to give statewide organizations a meaningful role
they will be able to do it with direct funds from the Secretary.

They will be responsible for educating the professionals in Virginia
about the program, stimulating peer review, helping them set up review
organizations in their local areas, helping them with administrative
and technical support, helping actually coordinate and evaluate the
program in Virginia.

We think that is exactly what they want because all of them when
you.go to talk to them say "Look, the review, the standard setting, the
disciplining of the profession, that is the local physician's job." By defi-
nition the law says that a PSRO is a local group of physicians who set
standards and review care. That is who we have to contract with under
the legislation. Our &anise' has been through that with us many, many
times. That is what we have done throughout the country and that is
what we have done in Virginia.

I do hope that Virginia and other States will realize that basically
the program has much to commend if we don't get hung up on the
details.

Mr. RoaiNsoN. I understood it was your job to do this and not the
job of the doctors in the State, and so far you have not satisfactorily
accomplished this objective within the health delivery services area of
Virginia. And if you have any proof of the fact that such philosophy
exists, I wish you would furnish it to me with respect to Virginia, be-
cause everything I have from the hospitals and from the doctors and
from everybody else concerned with the health delivery service in Vir-
ginia indicates otherwise and that they do want a single PSRO in the
State.

Dr. Simatoxs. That is what I mean. It is a play on words. They do
not..

Mr. Roapram You say it is a play on words, but it is your job to con-
vince them it is a play on words.

Dr, SotrgoNs.We are sure trying to do it..
Mr. ROBINSON. It hasn't been clone.
Dr. EDWARDS. There has been considerable misunderstanding on this.

I think the point Dr. Simmons makes is a good one. I don't think
anybody disagrees on the fact that the peer review has got to be
at the local level. We think we have come pretty close to giving them
what they want,

Again, there are words involved here in this State PSRO support
center.

As a matter of fact I know if you gice me the managerial tools
that we are giving the State PSRO support centers, I can certainly
control the State PSRO system to the extent that I could provide them
with managerial services, with information systems services, and so
forth.

We are hung up on words and that is partly our fault. There is
no question about it. We have to communicate better to the practicing
invfession. On the other hand, we all have to admit there is a resistance
here that I am not sure all of the communication in the world will
totally solve.

12-029 0 - 74 -
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Mr. Bonn Isom. To conclude this colloquy, I would point out that you
emphasize in your own presentation this Is a voluntary program.

Dr. EDWARDS. Absolutely.
Mr. Ronisorr. I would also point out to you that the Secretary

when he was before us, and these are his words, suggested the possi-
bility of "substantial interference" with the practice of private med-
icine as it has been known in the past. "Substantial interference" being
his words. I think we need to guard against this in terms of willingness
of the doctors to participate on a voluntary basis.

Dr. SIMMONS. TO speak to that point, clearly that would be a very,
very sad thing if that ever happened. But the way the legislation is
written, if there is interference in the individual practice of medicine,
it will be by the peers of that physician, because, they are the MU
who set the standards, not the Government. They are the ones who
evaluate. the care, and they are the ones who make the final judgment
that Federal funds have been well expended. The Government is not
in that process.

You know that is a tough issue when a physician, says: "Now I am
going to have to let other fellow physicians around me share in that
judgment as to whether we are doing a good job." That is what the
law says. That is not Government interference, that is interference
by his fellow physicians. I think that is a basically sound process.

NUMBER OF MOS TO BE FUNDED

Mr. ROBINSON. I suggest to you, Dr. Simmons, the Secretary was
not referring to that area at all but rather to the voluntary participa-
tion in the program by the doctors themselves, and I think he will
verify this.

You mentioned the funding at the level of $58 million and that you
plan to have signed agreements with 120 PSROs by the end of fiscal
year 1975. I would like to inquire as to how you ascertained this figure
of 120 and the distribution that you suggest in your justification as to
the way it will be distributed among the 120.

Dr. Sfustc&s: That is-clearly an eStiiiiite, Mr. Robinson. AS1 said
yesterday, wo already have over 300 letters that have recently come .

into the program expressing interest throughout the country in com-
ing forward to be the PSRO. We would say that if one -half to a
third of those are serious, it is reasonable to assume we will have 120
planning contracts going.. Chairman Flood's district in fact is going
to be the first State PSRO support center. We-will be signing that
contract in the next week or so.

There is a great deal of interest in this, and it is hard to know how
many we will have by the end of the year. I think that is a reasonable
estimate. That is, by the way, not a signed agreement, that is a planning
proposal.

IlEALTII MAINTENANCE ORGANIZATIONS

Mr. ROBINSON. If I may turn for a moment to IIM0s, you have $37
million in planning initialand development with regard to the health
maintenance organizations for fiscal year 1975, and I wonder about
the distribution of that $37 million with regard to the States in which
it would be spent. I would ask unanimous consent, Mr. Chairman, if a
table exists you can provide as to how that money is going to be
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utilized with regard to the various States, I would like to have it
part of the record.

Mr. ',loon. Without, objection, that will be done.
Mr. l3uzzzu,. Actually, there is no table and there will not be a

table. The IINIO program will not be distributed on a State-by-State
basis. It is not a formula grant program.

Mr. RomssoN. This was going to be my next question. It appears
that in most of your programs you are trying to stay as much with
a State-oriented program as possible. I was going to ask the extent,
if any, to which the HMO program was going to be State-oriented?

Mr. BuzziA,L. Essentially not at all with the exception of two things.
We will be turning to the comprehensive health planning groups in
the State for their advice.

Mr. Roatxsos. The regional planning groups?
Mr. BUZZEI,L. They are not regional planning groups.
Mr. ROMNSON. They are in Virginia.
Mr. BuzzELL. Yes. But so-called comprehensive health planning

agencies, the State agencies as well as the so-called B agencies. So
that is a role they have in reference to the HMO program. ..

There is another area where the 11110 program will become directly
involved in providing IIMO-type services to the medicaid popula-
t ion. We will have contracts with the State medicaid agencies in order
to provide that coverage in States like Virginia and other States as
we are doing in California now. We have that program in the States,
Mr. Robinson.

EMERGENCY 'MEDICAL SYSTEMS

Mr. Ronixsox. If I may add to my request something which slipped
my attention.

On page 8, Dr. Edwards, you talk about emergency medical services.
This may have been covered for the record already. I have heard
substantial criticism of this, as it is proposed, because of the possible
interference as would be indicated in my State of Virginia, for
example, with the voluntary organizations that exist.in the area of
emergency medical services which we think are well trained and which
do a good job and which are locally financed without the necessity
of any significant Federal taxpayer assistance. They feel that this is
a possible area where Federal control will be exerted over these volun-
teer rescue squads and other such agencies to such an extent that they
will no longer have the autonomy they have had in the past.

Will you react to that?
Dr. EDWARDS. I think one of the things we are striving to do is to.

be certain that this is a demonstration program, and that it does not
become a federal system.

Of course, being the matching program that it is, the initiative has
to come from the State groups in order to get Federal funding. I
think the likelihood of these fears materializing is remote.

Mr. ROBINSON. You do not visualize another burgeoning bureauc-
racy?

Dr. EDWARDS. We have seen that in government often enough to
know it is always a possibility. Certainly, the initial intent is not to
create another Federal bureaucracy but, rather, to have the initiative
come from the State. I think with the matching formula the way it is,
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up on this one.

Mr. BuzzELL. Yes. Let me add one comment, if I may, Dr. Edwards.
First of all, the voluntary groups have nothing to fear. There is

nothing in the legislation that. requires them to participate in the
program. To the contrary, the legislation places priority on our
providing assistance to the States and to the local governments. They
are in the first cluster of priority, and that is of concern to the local
groups.

The training program which Dr. Endicott and I will be adminis-
tering will provide training money to those voluntary groups. They
will be able now to come to the State or to the local government and
place their people in a training program which we will subsidize
between the States and the Federal Government.

The fear they have is warranted, but again I think we have come
to a better understanding as to how the program is to work.

The legislation also speaks of a statewide system. They have a feel-
ing that they are getting into that statewide system or arrangement.
They do not have to. They are not required to.

Mr. ROBINSON. They are required to if they participate.
Mr, &EWELL. Yes. The requirement goes like this. The State and

local governments are required to take a systems approach to the
introduction of the EMS system before they can get. Federal funding.
There is clearly a desire on the part of the fathers of this legislation---
to pull together the components which currently are in fact, pretty
well diffuse. We have a good transportation system in one particular
area of your State, but no linkage with the communications network.

I really, do not think they need to be unduly concerned. I think they
end up far better off.

Mr, ROBINSON. That is all, Mr. Chairman.

REOIONAL OFFICE REOROANIZATION

Mr. CON'FE. As I understand it, a major feature of your reorganiza-
tion has to do With regional (ACM It's certainly something that keeps
coming up when we deal with specific health programs and m our mail.
Will you outline that reorganization?

Dr. EDWARPS. The reorganization of the PHS regional offices has
occurred as a part of the overall PHS reorganization.

One component of this reorganization was to establish the position
of the Regional Health AdministratorRHAas the principal health,
official in the region

,

reporting directly to me. The Mt is responsible.
for regionalized health programs and activities which, under the over-
all PHS reorganization, are supported by several of the PHS health
agencies.

The second major component of the PHS regional office reorga-
nizfAion was to create a basically consistent but flexible structure for
all regions. This structure provides for three staff offices for Planning
and Evaluation, Management Support, and State Coordination. Five
divisions are established Financing and Health Economics, Health
Services, Quality and Standards, Prevention, and Health Resource
Development. Similar programs have been grouped by division to
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maximize organizational efficiency, improve program implementation
and facilitate coordinated use of available expertise.

In additions each regional office will be designating persons to func-
tion as the principal focal point for each major categorical program.
These regional program consultants will provide liaison with their
counterparts in headquarters, provide specialized consultation as
nee{led, and assure that all programmatic requirements are carried out
in the PHS regional offices.

In summary, this reorganization is a manor factor in my efforts to
strengthen the role of my representative in the regional office the
RIIA, by improving his capability to direct and control all PHS re-
gional components and resources and provide a structure for carrying
out decentralized responsibilities more effectively and efficiently while
assuring implementation of our categorical program responsibilities.

DECENTRALIZED PROGRAMS

Mr. CONTE. Do you have any kind of independent evaluation going
of the way decentralized or "regionalized" programs are working

Dr. EowAses. We are currently developing an evaluation study to
assess the implementation of PHS activities developed specifically to
facilitate and monitor decentralization. This study will focus pri-
marily on the Regional Health Administrator's work programs which

is a new system based upon principles. of management by_oblectives--
which involves: establishing and selecting organizational objectives
and plans based upon national program guidance, specifying the avail-
able financial and manpower resources which will be utilized to accom-
plish those objectives, and providing a process of monitoring progress
and providing feedback. In addition, separate evaluation studies of
specific health programs and projects are being conducted.

Mr. CONTE. Do you think that there will have to be basic changes in
medical education. for practice under new delivery systems such as
IIMOs I

Dr. EDWARDS. Many of the services that constitute health mainte-
nance can be provided more suitably by nonphysician. personnel, in-
cluding physician's assistants, nurses, medical technologists, and health
educators. Such people can be trained to work in an HMO system in,
less time and at less expense than is required for the training of a

iphysician. The major change needed in medical education would in-
volve training physicians to work with and make the most use of such
people. Obviously, it will be necessary for medical schools to collabo-
rate with allied health and nursing schools in order to provide such
training.

PARTNERSHIP BETWEEN GOVERNMENT AND HEALTH COMMUNITY

Mr. CONTE. You mention the need for partnership among Govern-
ment branches and private sectors of the health community. Over the _
last 2 years the academic community has expressed its concern about its
diminishing role. Are you making any special efforts to rebuild or re-
establish that relationship?

Dr. EDWARDS. We are grateful for the continuing invaluable assist,
ante we have received from members of the academic profession, and
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larly with regard to the National Institutes of Health.

For example, Dr. Stone, the Director of NIH, has recently given
speeches before the American Association of Medical Colleges and the
Association of Academic Health Cetners. NIH scientists constituted
an entire panel at the last meeting of the American Association for the
Advancement of Science, and heavy participation from this Depart-
ment is expected at the upcoming conference of the Federation of
American Societies for Experimental Biology.

Communication is not a one-way street, however. Members of the
academic community are very important for the advice they provide on
advisory committees and in initial review of grants. Opinions and data
provided by the erademic community also had a profound effect on the
administration's decision to reinstate an amended version of the re-
search training program.

In conclusion, although ideologic conflicts are bound to occur as both
parties work for improvements in the health care system, we are con-
fident that existing mechanisms provide for post ive resolution of these
varying viewpoints, and look forward to a continued partnership be-
tween the Assistant Secretary for Health's Office, the other health
agencies and components of DIIEW and the academic community.

REGIONAL MEDICAL PROGRAMS

Mr. CONTE. You're not requesting continuation of regional medical
programs. Outside of the cancer and heart programs, what specific
efforts do you have to build research results into the health care system ?

Dr. EDWARDS. There are no special program efforts comparable to
those specifically authorized in the areas of cancer and heart disease,
directed at introducing biomedical research results into the health care
systern,putting them into widespread practice.

importantmportant corollary points must be made in this regard though.
First, the diffusion on new knowledge and technologies in health, as in
all fields, is a complex social process that we imperfectly understand at
best; and thus, it is not one we can readily program or "manipulate"
with any high degree of confidence of success.

The second point is that there are a number of federally aided efforts
which are accelerating or indirectly promoting the widespread intro-
duction of health services as well as biomedical research results, and
indeed the oft painful lessons of experience and trial-and-error, into
the health care system. To cite but two illustrations:

The broadening of medicare to include payment for end-stage kidney
disease treatment for nearly all Americans, regardless of age or finan-
cial circumstances, doubtless will accelerate the spread and use of new
surgical techniques, and related instrumentation ; and under the EMS
legislation enacted late. last year, improved EMS system approaches
that have proven successful in a few cities and counties will be seeded
with the help of Federal funds in many, many more communities
throughout the Nation.

UNDERUTILIZATION OF PARAPROFESSIONALS

Mr. CONTE. Is the problem with paraprofessionals in health care,
underutilization or lack of highly trained personnel?
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Dr. EDWARDS. In answer to your question, sir, as to why health-care
services are not readily available to certain segments of the popula-
tion and how this problem relates to the use of paraprofessionals, I
submit the following material for the record.

[The n format ion follows :]

NIANPOWX11 UTILIZATION

Part of the problem with unavailability of health-Care services in certain areas
is associated with a maldistribution of highly trained health personnel and in-
efficient use of time by highly skilled manpower. Solutions to both of these
problems are being sought by the introduction of new tYpes of paraprofessional
health workers, particularly physician assistants and nurse practitioners, who
are trained to perform routine, time-consuming tasks usually performed by
physicians. A number of States are utilizing these types of health personnel in
geographical areas that do not attract or are not able to support the numbers of
highly trained health professionals that might be needed. In each case these
Physician assistants and nurse practitioners work under the supervision of a
physician.

Although intensive evaluation studies of the effectiveness of the new cate-
gories of health personnel are presently being conducted, preliminary indications
are that they have been successfulin providing health services where previously
few or no services existedand in increasing the 'efficiency of physicians.

A number of States have recently amended their nurse-practice acts to expand
the functions that can legally be performed by nurses (e.g., Idaho, Arizona, New
Hampshire, Washington), and 85 States have pasied legislation to legalize the
employment of physician assistants. Approximately 500 physician assistants have
been approved by State agencies for employment in the last two years.

In spite- of-- these. legislature - actions, -there are still- some-potential-legal and
administrative problems associated with utilization of these new kinds of health
workers. One problem is to adequately define their scope of practice and to deter-
mine the requisite amount of supervision. Another is to develop criteria to evaiu-
ate training programs. Still another problem is to determine how these personnel
fit into the health-care picture along other, more-established categories of.
health workers. Also, some physicians are reluctant to employ physician assist-
ants and nurse practitioners because of tear that it will increase their chances
of malpractice suits. It should be pointed out that there Is no evidence so far
to Justify this fear.

Regardless of the problems normally inherent in the evolution of new types of
manpower, physician. assistants and nurse practitioners are gaining increasing
acceptance and increasing numbers of States are taking stcps to permit their
utilisation.

Mr. CONTE. Are there any plans being considered for decentralizing
research?

Dr. EDWARDS. There have been occasional discussions of the possible
decentralization of a small number of functions relating to the fiscal
management of grants. This would permit the regional offices of the

iDepartment to interact directly with the fiscal officers of the institu-
tions to whom the grants have been awarded. On the other hand, the
process of review and awarding of grants has been and should Fon-
tinue to be a centralized process in which the competition among
scientists is on a national basis. Only by continuance of this policy
will it be possible to select the very best applicants from among the
large pool. There are no present plans for decentralizing any aspect of

_...the grants management or awards process.
Mr. FLOOD. Thank you very much, gentlemen.
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ISTRATION
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SERVICES ADMINISTRATION
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TOR FOR FAMILY PLANNING SERVICES
W. HARELL LITTLE, DIRECTOR, OFFICE OF FINANCIAL MANAGE-

MENT, HEALTH SERVICES ADMINISTRATION
CHARLES MILLER, DEPUTY ASSISTANT SECRETARY, BUDGET, DE-

PARTMENT OF HEALTH, EDUCATION, AND WELFARE
WILFORD I. FORBUSH, DIRECTOR, DIVISION OF BUDGET FORMULA-

TION/00
OBJECT CLASSIFICATION (IN THOUSANDS OF DOLLARS)

1973 1974 975
CIOSI estimate estimate ,

Personnel compensation:
Permanent positions 84,000 97,644 97, 754

Positions other than permanent . 3, 975 5,157 3,2

WV personnel compmustion 4, 515 4,568
4'Specie( personal services PrInlm111 375 375 375

Total personnel compensation 92. 925 107, 744 106, 262

Personnel benefits: Civilian. 13,685 15.924 15,S17

Benefits former personnel.
Travel siTtrinlxrtidlon of persons 3,634 4,716 4, 477

Transportation el things 1,309 1,156
Rent, comrennicstions, and utilities. 3, 422 3, 778 kill
hinting end reProductioll 562 $71 14

Other services 18,442 34,155
Project cOntrects 17, 034 14.731
lopres etnd materiels 11,041 13,035 ' It 2

2,496 3,743 3,2
iFlmatelitistrvetures

enb, sii dies, dad contributions 551, 451 735,646 n), us
Insurance alms and Indemnities 17

Sablolel. 723,111 940,m 932, $34

Quarters and subsistence charges

- Total obligations 123,092 _ . 940.323 442, VI__

PERSONNEL SUMMARY

Total number of permanent positions
Fall-lime egolvalent of other Positions
Average kid employment
A Veriti 65 trade
A aisle CS salary
,-.. age salary ef onvaded positions

7,609
432

7,609
6.6

11 ; 381

1,306 7,400
427 414

7,581 7,661
66 6.6

*6,788 51,050
69, 722 81,101
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PROGRAM AND FINANCING (IN THOUSANDS OF DOLLARS)

1973
actual

Program by activities:
Direct program:

I. Community health services:

t=1:11s1g:Igleiletteitgerrint to States
c Materiel and child hearth: s e

Grants to States
Project grants
Research and training

Farni
ran

rt.)eger hetranil contracts
MO al; end loan JuarantseS

National Health Servis. corps
2. Patien care end special health sarvicer
3. Buildings and facilities
4. Program management
5. National health argyles scholarship program
6. Regional Mike central stall

Total direct program

110,710
81, 092

113,231
93,100
19,473

104,437
77,723

11,974
95,912

71,536

5,407

689,165

Reimbursable program:
I. Community health serskes:

Cs) Maternal and child health 102
) Family planning 1,070

2. Quality assurance
3. Patient care and special health services 14,07
4. Program management 4,971

Total 22,670

Total promam costs, funied a
Change In selactad rtsources(uri4olivorod orders; stores) 111;10

Total obligations 723,092
Financing:

Neerand reimburomeni from:
'dotal funds.,.... . -11,448
rest funds, -4,119

N on-fedora I sourer, -503
Un tad balance, start of year
U itatrad balance tosistettal from other accounts
Unoblibted ante, it ad of year
Unobligated no it psing 50,719
Unobligatecl balances 'stored

1974
estimate

1915
estimate

211,`00
90,000

1124!798
1 .i 5

21, 117
150,024
73,750

9,38
104, Sli

32311

tin

200,400
90,000

243,951

ii:eil

45, 6
I
9,
s,io

51
109, 184
12,030
35,783

B31,859 407,135

200
4,500

2t, gi

5
5

21,0g

31,464 32,497

111,43
939,121
-7,003

940, 323

-75.1

132, 624

-5.

Budget authority. 751,141

Budget authority:
Appropriation 751.1951
Transferred to all accounts

751,141Appropriation (ac jutted)
Proposed transro for civilian pay raises
Proposed transfer for military pay raises

Relation of obligations k outlays:

1,7H

862,378 896.405

860 880 896,405

851141

28

896,405

Obligations 'Nursed net 100,122
318,788 21, 7680 It, INObligated balance, s art of year

OMObligated balanci tr, nsferred, nil 3,
Obligated balance, rid of year -338,315 -338, 661
Adjustments In exalt id accounts ---2110,11113

Outlays, excluding ley raise supplemental 673,410 833,601 899,655
Outlays from civilian pay raise supplemental 2, 3 125
Outlay* from military pay raise supplemental

2187

I Includes capital outlay as Allows: 1073, 0,490,000; 1974, 83,743,000;1975, $3,258,000.

4titteSI V$111:4 Oi/4 Jo Isis for activities previously financed from other accounts. Comparable amounts for
19 3 and 4 are , 00 . SID 500,000 in 1974 And 1375 for activities previously financed from other IC-- --
counts. Comparable amount for 1111 is $$16,500 000. hcludes_1111,890,000 In 1175 for activities transferred to other
account,. Comparable amounts for 1973 ($15,414,00), 1914 (118,801,000), are included above. Excludes W34,000 In 1974
end 197$ for activities transferred to other accounts. Comparable amounts for 1973 (1603,000) IN Included above.
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BIOGRAPHICAL SKETCH

Mr. FLOOD. Now we have the Health Services Administration, the
presentation to be made by Harold O. Buzzell, the Administrator of
the Health Services Administration.

We will place your biographical sketch in the record.
[The biographical sketch follows :1

CURRICULUM VITAE HAROLD 0, BUZZELL

Birthplace and date : Oakland, Maine, February 14,1632.
Marital status : Marriedfour children.
Education ; University of Maine, 1959, U.A.

EXPERIENCE

1978-Present Administrator, Health Services Administration, U.S. Depart-
ment of Health, Education, and Welfare.

1973: Administrator, Health Services and Mental Health Administration,
U.S. Department of Health, Education, and Welfare.

1972 -73: Deputy Manpower Administrator, Department of Labor.
1970-72: Vice president and managing officer, Studies and Analysis DL.

vision, Booz, Allen, and Hamilton.
1969 -70: Managing officer, Financial Management Services Division, Booz,

Allen, and Hamilton.
1066-69: Vice president, Federal Division, Booz, Allen, and Hamilton.
1063-66 : Consultant /associate, Booz, Allen, and Hamilton.
1962 -63: Assistant controller, Guilford Industries, Guilford, Maine.
1959 -62: Division controller and cost. accountant, Scott Paper Co., Ohester,

Pa.
1957-59: Laborer/clerk/bookkeeper, Ounegan Woolen Co., Old Town, Maine.
1965-57: Clerk, Lancaster's Grocery, Veazie, Afaine,

OPENING STATEMENT

Mr. FLOOD. I see you have a prepared statement, which we will also
place in the record.

[The statement follows :]

STATEMENT sy HAROLD O. RussELL, ADMINISTRATOR

HEALTH SERVICES ADMINISTRATION, DEPARTMENT OF HEALTH, EDUCATION, AND
WELFARE

Mr. Ohairman and members of the committee, I am pleased to have this
opportunity to discuss with you the programs of the Health Services Adminis-
tration and to present our budget request for fiscal year 1975.

As you know, Mr. Chairman, the Health Services Administration was formed
as a result of the major reorganization of health programs within the Depart-
meat of Health, Education, and Welfare which took place IAA year. It include&
those programs of the Public Health Service which deal with the accessibility,
delivery, and quality of health care available to the American people. We in
the Health Services Administration consider it an exciting and challenging
conatellatice of programs whose combined mission is at the heart of the Federal
role in health.

Four major bureaus and services make up the Health Services Administra-
tionthe Bureau of Community Health Services, the Bureau of Quality Amur-
Ince, Federal Health Programs Service, and the Indian Health Service. Because
the appropriation request for the latter is heard by another subcommittee, t
shall confine my testimony to the first three mentioned.

BUREAU or COMMUNITY HEALTH SERVICES

This new Bureau brings together six major categorical health services de-
livery and support programscommunity health centers and family planning
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services, including all former ORO health service projects; maternal and child
health; migrant health; National Health Service Corps; and health maintenance
organisationa. These programs were established to meet the health care needs
of communities or specific segments of the population;

Community health centers provide ambulatorY health care programs in
urban and rural areas where health service access has been a particular
problem.

Family planning services are aimed at persons desiring but unable to
afford such services, primarily those with low income.

Maternal and child health services are directed toward mothers and chil-
dren In economically depressed areas.

Migrant health projects are designed for that rpMal population group
agricultural workers and family members who periaicaUy travel from one
place of work to another In pursuit of orop harvesting or cultivation em-
plOyment.

National Health Service Corps provides teams of health pereonnel in
areas of health manpower scarcity.

Health maintenance organisations provide comprehensive health services
to enrolled populatiofis on a prepaid basis.

Community health center*
Through this project grant program over 150 ambulatory health care projects

are supported which provide primary health care and develop arrangement*
fOr specialty and Inpatient care, particularly in areas where health care is
scarce or nonexistent. The 1975 request of $200.4 million reflects a decrease of
$0.1 million In this activity. Reeent experience indicates that the decrease will
not adverttelt afteot the number of patients served or the quality of services
Provided beeatlae of anticipated increased effectiveness in the management and
operation of the Pro Jed&

In 88 Statee, the District of Columbia, and Puerto Rico through 118 neighbor-
hood health centers, which include ell of the projects initiated by the Office of
Economic Opportunity and transferred to this Department over the paet 4 fiscal ,
Years, about 1.2 million persons are receiving serviees. These centers constitute
an impOrtant community health resource for persons who live in areas of high
morbidity and mortality.

Effectiveness of neighborhood health center approaches is reflected in the re-
sults Of a number of completed studies which show that reductions from 25
percent (general patient populationChicago) to as much as 50 percent
(childrenRochester) have been found in the *Amber of hospitalisations among
center users. Based upon such findings, one can project anneal savings of, nearly
$50 million in hospitalisation costs for the populations served by the 118 neigh-
borhood, health centers.

In another study, having to do with the effectiveness of comprehensive care
programs In preventing rheumatic fever, It was shown in areas served by three
such programs in Baltimore that there was a 00 percent reduction in the rate
of rheumatic fever tor children aged 5 to 14.

Currently there are 89 family health centers In 31 States and the District of
Columbia, 25 of which are operational. The remaining 14 will complete their
developmental work in 1974. In the 25 operational centers, services are provided
on either a fee-for-service and/or prepaid basis. It is estimated that the
centers will serve 103,000 people in 1975.
Comprehensive Health Grant* to States

This $90 million grant program assists States in establishing and maintaining
adequate public health services. Stale health and mental health agencies con-
tinue to utilise these funds to assist in the support of a broad range of basic
health programs, projects and activities at State and local levels. In 1975 we
anticipate that States will maintain the 1074 service level.
A/at/inlet and Child Health

A major legislative action affecting maternal and child health programs was
the enactment of Public Law 93-63 on July 1, 1973 extending maternal and child
health project grants for an additional fiscal year. Because conversion to formula
grants would have resulted in increases In total State funding in some States
and decreases in others, this amendment indicated the legislative intent of
holding "harmless" the populations served in 1974. To help implement the "hold
harmless" provision In 1975, $25 million will be distributed under section 518.
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Iu addition $10.5 million In released 1973 project funds will be distributed for use
in 1975. This use of project funds is depeadent on extension of project grant
spendleg authority beyond June 30, 1974:

An additional aspect of the title V legislation is the provision that services
continue to be provided in 1975 and thereafter to the same population groups as
previously served under the project grant program, All States are also required
to include a program of projects in their State maternal and child health plan.
This will result in the establishment of some 162 new projects in the areas of
maternity and infant care, intensive care of newborns, children and youth cow-
prehensive health care, dental health care of children and family planning
services.

The maternal and child health programs have made significant contributions
to recent reductions in the Nation's infant and maternal mortality rates. These
reductions have been especially significant in areas served by the maternity and
infant care projects. For example, the Infant mortality rate in the Baltimore
project area has been decreased from 26.8 to 21.9, in Albuquerque from 22.7 to
12.2, in Miami from 23.7 to 2.5 and in Denver from 40.0 to 9.0 since these pro-grams have been in operation. .

It Is anticipated that with the $244 million requested, the same number of
people will receive services in 1975 as in 1974.

The ;15.9 million training grant program has as its main purpose the support
of university-affiliated centers for the mentally retarded for the purpose of ex-
pending the supply and competence of personnel working with mentally re.
larded children and their families. The 1975 request also continues the programinitiated in 1972 tO train nurse midwives, pediatric nurses and other physicians'
assistants. Approximately 340 professional health personnel wilt receive special-ized long-term training. In addition, short-term training will be provided to
approximately 3,600 graduate and undergraduate trainees. The 1975 researchgrant request of $6 million will continue support of studies designed to improve
the operation, functioning and effectiveness of maternal and child health andcrippled children's services.
Family Meek('

Family planning project grants provide comprehensive contraceptive, medical.
, educational, and social services including tests for cervical cancer, anemia, and
venereal disease, to an estimated 1.6 million Individuals who otherwise would
not receive these services. This significant national effort has undoubtedly Im-
proved the lives of many people who otherwise would have suffered the medical,
economic, and social consequences of unwanted conceptions: It is useful to con-
Rider that the Planned Parenthood Association estimates that for every dollar
spent delivering family planning services, $23 are averted on required medical
and social services In the first year of life.

Because family planning services are now available in 85 percent of all coun-
ties, our program emphasis has changed from the establishment of new pro trams
to the expansion of operating projects. In addition, we are encouraging gr intees
to Improve their management of the smaller project grants.
Migrant Health

During 1974, 355,000 persons are expected to receive services Involving about
630,000 patients visits. A uniform utilization and cost-data reporting system hex
been Initiated in 1974 which is expected to provide projects with data which will
provide the necessary financial management, evaluation and planning tools to
improve their ability to deliver services. In cooperation with the Social SecurityAdministration. Bureau of Health Insurance, a special demonstration project
is underway to provide additional hospital care to a group of migrant farm-
workers and their families. This project will also gather data on the utilization
and cost of hospital services for use in further improvements In health services
to this population.

- Under the 1975 request of $24 million, activities will continue generally at-- --
current levels. Using the $250,000 increase requested, additional, efforts will be
directed to Improving service delivery In low impact areas.
Health Maintenance Organisations

We are requesting $00 million in 1975 for the new health maintenance orga-
nization program. As I expressed to you a few weeks ago in my testimony sup-
porting the HMO supplemental appropriation requeet for 1974, we are most
eager to begin implementation of the new HMO legislation. This is certainly



one of the most significant programs in the health field in terms of its potential
impact on health care in the Nation. In 1975, our request includes An Increase
of $15.raillion for grants, all of which will be used to support the increased
number of initial development projects, as the planning projects from the
previous year become eligible for additional assistance. Although we are request-
ing $20 million less in 1975 for the direct loan and loan guarantee fund, this
does, not really represent ft decrease in our program level, since these funds
are used to complete the capitalisation of the revolving fund. The prJgram sup-
port category remains at $5 million reflecting decreased requirements for con-
tracted technical assistance and a compensating increase for direct operations
due to annualization of our initial 1974 staff support costs, and a requested
increase of 25 new povitions.
National Health Service Corps

This program represents a new and expanding approach in the Federal effort
to improve health care of people residing in areas of this country with a critical
health manpower shortage. In January 1972, the Corps had approved 16 com-
munities and placed 20 health professionals in those communities. By the end
of 1974 staff will have been recruited and matched to the needs of approx-
imately 220 communities. During the first quarter of 1975 over 400 health pro-
fessionals will be serving these communities.

The 1075 budget requests $9.3 million and authority to recruit an additional
148 health personnel for field assignments which would provide health services
to another 55 communities.

sumo OF QUALITY ASSURANCE

The Health Services Administration is deeply involved in the area of medical
care standards.

Our Bureau of Quality Assurance is providing increasing leadership in the
development of health care standards for the medicare and medicaid programs.

l efforts have recently focused around the development of 'a single set of
u ilitation review requirements %yid skilled nursing facility standards for the
medicare and medicaid programs. Our surveyor training efforts are designed to
maintain and update the skill and capacity' of surveyors on duty as well as those
newly employed.

Another major objective of our quality assurance program will be to develop
the conditions of participation in the chronic renal disease program and imple-
ment this activity.

The results Of these efforts will be reflected in improving the quality Of care
provided in direet service projects and in the translation of the quality ,assurance
activities into a more effective consultation with the major Federal financing
programs.

The 1975 request of $5.8 million and 224 positions will continue the 1974
level for nonPSRO quality and standards activities. The Bureau of Quality
Aasuranee has operational responsibility in the implementation of the PSRO
program. The budget for the PSRO program appears in another part of the HEW
appropriations request--0filce of the Assistant Secretary for Health appropria-
tion.

ERDERAL HEALTH PROGRAYS BMUS

The Federal Health Programs Service administers the-patient care and special
health services programs which include the operatiOn of the PHS hospitals and
clinics, the Federal employee health program, the medical program of the Coast
Guard, and payments to the State of Hawaii for care of persons with Hansen's
disease.

We are requesting $109.2 million In 1975 fdi this activity. This represents an
increase of $4.5 million over 1974.
Patters! darePHS Hospitals and Clinks

The primary beneficiaries of the PHS health care system are American seamen
and uniformed members of the Coast Guard, the National Oceanic and Atmos-
pheric Administration, and the Public Health Service. In addition, other Federal
beneficiaries and foreign seamen may receive care in the PHS facilities. individ-
uals afflicted with Ilansen's disease are eligible for care at the National Lepro-
Barium, Carville, La., and at other PH8 facilities.

Through the first 7 months in fiscal year 1974, our inpatient load in the PR8
hospitals Including the Camille Leprosariam has averaged 1,489. However,
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the monthly patient loads have continued to increase as the year Las progressed,
and we now project that our inpatient workload will average 1,520 for the year.
As we further expand the utilization of our facilities in 1975, we expect our in-
patient workload to average 1,780. In fiscal year 1973, our average daily patient
load was 1,656. Outpatient visits to PIN facilities will total 1,470,000 in 1974,
and we expect that figure to rise to 1,557,000 in 1975. As we increase the capabili-
ties in the PHS hospitals, we anticipate that the number of our beneficiaries who
receive care through contractual arrangements with non -PITS hospitals will
decrease in 1975. In 1974, we estimate that this patient load will average 100
per day and we expect this to decrease to 90 patients per day in 1975.

With regard to the long-range continuing utilization of the hospitals, we have
established a task force within the Public Health Service to define the position
and rOles of the PHS general hospitals and their relationships with other de-
partmental programs. It is expected that the task force will, recommend ways in
which the hospitals can be better utilized to the benefit of this program, as well
as to programs of those health agencies and communities which may utilize
the capabilities of the PHS hospitals.

The 1975 budget requests $99.1 million, an increase of $4.3 million for patient
care. Of this amount, $2.7 million is for mandatory increases. These amounts
will permit us to continue the current levels in operating the eight PHS general
hospitals, the Carville Leprosarium, and the 80 outpatient clinics. The amount
requested will also permit us to meet the added patient care workloads projected
for 1075. The remaining $1.6 million, a new item in the budget, is requested to
provide health care to participants in the Public Health Service study of un-
treated syphilis and to members of their immediate families who have suffered
physical injury of disease as a result of contracting syphilis from study partici-
pants. This program will be administered by the Center for Disease Control.
Coast Guard medical and Federal employee health program

In 1 4, care is being made available to approximately 138,000 Coast Guard
,y peYaoni el and their dependents. Outpatient medical and dental visits will be in

excess of 600,000 for the year. A total of 14,000 inpatient days are anticipated
in CoasrGuard medical facilities. Contracts for care in non-PHS hospitals will
account for an additional 29,000 inpatient days, and agreements with local
physicians will account for 19,000 additional outpatient visits. The 1975 budget
request of $8.8 million will continue this program at the 1974 level.

The Federal employee health program will continue to provide health care
services to 180,000 Federal employees in 103 health care units operated by the
Public Health Service. In addition, it will provide consultation to other Federal
agencies planning on establishing health care units. The 1975 request of $5.6
million will continue the 1974 level.

PROGRAM MANAGEMENT

The program management activity includes a request for $35.8 million and 903
positions, a net increase of $2.7 million and 10 positions over the 1974 level.
This budget activity supports the management activities of the Bureau of Com-
munity Health Services, the Federal Health Programs Service, and the Office of
the Administrator.

For the Bureau of Community Health Services, $24.6 million and 637 positions
are proposed to administer and improve 6 major health programsCommunity

-Health Centers, Comprehensive Health Grants to Mates, Maternal and Child
Health, Family Planning, Migrant Health, and the National Health Service
Corps. An increase of 10 positions is requested for additional management sup-
port to the National Health Service Corps.

For the Federal Health Program Service, $2.8 million and 95 positions are
requested for headquarters activities related to managing the PHS hospital
system and other direct and indirect medical care programs.

This request Mandel $3,9 million and 171 PositIOns to supPort the Office of
the Administrator in our efforts to direct and coordinate the programs included
in the Health Services Administration.

SUMMARY

In summary, Mr. Chairman, we are requesting funds totaling $896,406,000 and
7,365 positions. This request will enable us to maintain the level and quality of
services provided by these programs in 1974 and increase our.. SatiatIve in two



77

high priority areasHealth Maintenance Organizations25 additional posi
tiousand the National llealth Service Corps-186 additional positions.

Mr. chairman, I will be pleased to respond to any questions with regard to
our programs and budget requests.

COMMUNITY IIEALTII CARE CENTERS

Mr. Ft.00n. Let us begin with the community health care centers.
Of the funds requested by the community health care centers, how

much is for the family health centers and how much for the neighbor-
hood health centers?

Mr. BuzzErA. $13 million is for the family health centers, and $187
million for the neighborhood health centers. Of the total of $200
million, most goes for the neighborhood health centers.

DEBASED 1073 FUNDS

Mr. FLoon. How are you spending the $0 million of the 1973 money
that we released in 1974?

Mr. litizzimb. In section 314(e), we are spending it specifically for
the family health centers.

Mr. FLOOD. Will any of that released 1973 money be used to fluidally
of the 2-year grant awards, that is, cutting down or reducing the
support level required in fiscal year 19Th funds?

Mr.13lizzELL.1o, it will not, iIr. Chairman.

IMPROVED MANAGEMENT

.Mr. Moon. In.the budget justification there is quite a story. You
state you expect to save $5,100,000 due to improved management. We
are for that. Will you explain more fully what you mean by manage-
ment improvement, and give the committee some examples of what you
mean by that?

Mr. fiuzzEt.L. Yes, sir.
Let rue point out that there has been a $5 million reduction. In addi-

tion to that, as you know, health-care costs are going up. In order to
insnrinsure. t t we provide at least the same level of services and cover the
same min r of people, we have had to work closely with the projects
to imp 'their ability to get money from other sourcesparticularly,
third -party reimbursement sources such as the medicare and medicaid.
programs.

We have been very successful in doing this. We probably could have
done it more -aggressively in years -past. For example, these neigh-
borhood health centers that we talked about

Mr. From Not "probably" ; "absolutely."
Mr. Buzau,. I agree.

EXAMPLES OP IMPROVED MANAGEMENT

Mr. FrAxin. You should mike quite a record on this. Suppose y611
just give us some examples for the record. Suppose you give us two
now.

Mr. BUZZELL. I Would like to give you the very important one of the
neighborhood health centers. Working with these centers, if we col-
lect the maximum potential amount, we will have been able to recap-
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ture approximately $9 million this past year which we will put right
bask into the projects. That $5 million that I talked about is offset
almost 200 percent by the third.party collections.

Again, that is collections not from the patients, but from the medi-
ea re, medicaid, and other insurance programs.

Beyond that, many, of our projects, as one would expect., were less
than totally effective in terms of serving people. They were not seeing
enough patients. We have and will continue to work closely with
them to improve productivity.

It is that kind of improvement that, through our technical assist-
ance, we have been able to achieve with the projects.

For example, again, if the patient is entitled to medicaid, then it
is important that the grantee have the ability to find that out so they
can collect from the medicaid prognam.

It is working quite well. It is Important that it work well because
we have had, as you know, this $5 million reduction in our budget re-
quest.

[The information follows:1

EXAMPLES OP 'IMPROVED MANAGEMENT

A number of actions are underway to improve the financial and general man-
agement capabilities of project grantees, with particular emphasis on the neigh-
borhood health centers supported under section 314(e) of the P118 Act.

Illustrative of these are:
1. Application of the project Inventory process in 84 neighborhood health cen-

ters, as described in the testimony of Dr. Batalden, followed by provision of
technical assistance in fiscal and overall management expertise to correct de-
ficiencies Identified.

2. Installation of information systems and cost-accounting systems for meet-
ing national reporting requirements and for internal management This activity
includes provision of technical assistance to nrojacts on development and opera-
tion of data systems.

3. Conducting of seminars for regional office and project staff to concentrate on
management, monitoring, and evaluation uses of data from national reporting
systems.

4. Conduct a survey of administrative agencies for the major third -party payers
(titles XVIII, XIX, and IV-A) to clearly define and analyze reimbursement pol-
icy and procedure& The results will assist individual ambulatory health-care proj-
ects to understand utilization and cost data third-party payors require in
negotiating reimbursement rates and to determine their potential for reimburse-
ment with each of the plans.

5. Support of external medical audits and the development of internal medical
audit capability by the project.

The objective and anticipated results of project inventory are demonstrated
by these two examples:

- Projects

Potential reimbursement Actual reimbursement
In estimated In estimated Total operation

tote operation total operstion lacrosse

Amount . Percent Amount Percent Amount Portent

Rotel projectPersturtvonia
odVolIlew ....

$216,
O,00071eM

$199,
11 .543.

As a result of technical assistance provided through a one-time supplemental
grant award iri 1974 to a large urban project in Massachusetts, an accounts re-
ceivable and patient identification system will be developed and installed. It is
expected this will result in increased collections of f300,000 in 1975 as a result
of more effective billing and better identification of health benefit entitlement of
patients.
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THIRD PARTY PAYMENTS

Mr. Floor.. Again, in the justifications you say that the collections
from all these third parties are at a level of 13 percent.

Mr. Buzzsm. Yea, sir, 13 percent for the neighborhood health cen-
ters.

Mr. noon. And maybe 20 percent would be feasible. Are we to as-
sume that a 20-percent collection is the tops, the maximum, that a
neighborhood health center can collect from third parties?

Mr. Buzzitz. Yes, that is correct. We can collect only about 20 per-
cent of the total operating wets of centers because many of the peo-
ple we Serve are not entitled to medicaid, medicare or other third party
benefits. Those programs are fairly narrow. Unlike the comprehensive
health insurance, they do not cover all the enrollees, 20 percent is
about the. top.

Mr. FLOOD. Suppose you do not achieve that saving of $5.1 million.
What happens then?

Mr, BlizzELL. We are doing it. That is what I wanted to put in the
record.

I can probably state it a better way. This next fiscal year, we will
serve more people than we did this year, in spite of the $5 million
reduetion.

You will ask me next spring about this.
Mr. FLoon. As sure as God made little apples.
Mr. BUZZtLi.. We are going to do it, that is all,

COORDINATION. OF AOTIVITFES

Mr. FLOOD, On the coordination of activities, putting these things
together, how do these neighborhood health centers coordinate their
activities with those of the family planning program and the centers
for disease control? In the case of the CDC s, I am referring to the
matter of immunization. Then we have the patient education activities.

Mr. BUZEELL. May I defer to Dr. Batalden, simply because I do
not know the answer.

Dr. BATALDEN. Mr. Chairman,a number of our existing. neignoor-
hood health centers have extensive family planning services under
the family planning grant program sponsored under title X. As well,
a number of our neighborhood health centers are serving .as active
immunization clinics in connection with the Center for Disease Con-
trol.

We will provide an elaboration of this for the record.
Mr. From We want that, yes.
[The information follows:1

The following neighborhood health centers bare family planning services
sponsored under title X :

Denver Department of Health and Hospitals.
health and hoOltaltrof the city" of Boston:

Homewood-Drushton Neighborhood Health Centers, Inc., Pittsburgh, Pa.
MetroEast Health Services Council, Inc., East St. Louis, Ill.
Hennepin County Pilot City Health Center, Minneapolis, Minn.

With respect to CDC relationships, the Center for Disease Control has re-
sponsibility for four project grant programs. Project grants are provided, typi-
cally to official health agencies at the State and local level, to carry out immuni-
zation programs, venereal disease control programs, rat control programs, and
leadbased paint poisoning prevention programs. Although national data on

SI-09 0 t4 I



the extent of cooperation between these grant assisted programs and neighbor-
hood health centers is not maintained, these control programs are directed
toward public health problems which are particularly pr ite in populations such
as those served by neighborhood health centers. Project guidelines, for each
of these programs, therefore, stress cooperation between the grantee and such
community health organizations and agencies as neighborhood health centers,
free clinics, and others.

Cooperation in carrying out immunization programs include the provision
of vaccine and education materials to health center clinics, and assistance in
carrying out immunization campaigns among the health center clientele. On
occasion, project grant supported personnel have been assigned to neighborhood
health centers on a full-time basis to carry out immunization programs.

The neighborhood health center also provides a valuable resource for the
diagnosis and treatment of persons who are identified with elevated blood lead
levels or with venereal disease. These centers also participate in carrying out
screening programs for both of these conditions. For example, during fiscal year
1973, over 340,000 women were tested for gonorrhea in community health centers,
including neighborhood health centers, and 11,000 of these women were identi-
fied with and treated for gonorrhea. Close cooperation is also maintained in
carrying out venereal disease education and contact tracing programs.

Target areas for urban rat programs frequently overlap the neighborhoods
served by neighborhood health centers, and cooperative programs of neighbor-
hood education and problem identification are carried out. In some cities rat
control project personnel train and utilize neighborhood health center outreach
workers to carry out rat control programs in the center's area of responsibility,
and in others the center relies on project personnel to carry out community
involvement activities. "Block clubs," and other neighborhood health center out-
reach activities, are particularly useful in achieving the type of community
involvement which is critical to the success of the urban rat control program.

Mr. Fi.00u. How do you tie them all togetherfamily planning,
neighborhood centers ?

Dr. BATALDEN. They are tied' together through the activities of the
regional offices and at the local level. The individual neighborhood
health center serves as the community health centera one-stop
place

Mr. FLOOD. CDC?
Dr. BATALDEN. Yes. They have CDC-sponsored immunization pro-

grams. This is done in conjunction with the State and local health de-
partments through the programs' CDC monitors.

PER CAPITA COSTS IN NEIGHBORHOOD HEALTH CENTER

Mr. FLOOD. Of course, we are concerned about costs here. What is the
cost per person for delivery of care in the neighborhood health center
program, and how does it compare with the national average?

Dr. BATALDEN. The cost per person served in the neighborhood
health center can be derived by simply dividing the total universe of
the population served into the total budget, but that does not give you
the detailed kind of cost. breakout.

Mr. FiAx)n. First of all, what is the cost per person, and how does it
compare with the national average?

Dr. BATALDEN. I cannot give you that right now.
Mr. FLOOD. Find it.
Dr. BATALDEN, I will find it for you.
[The information follows:]
Based on a summary of 314(e) grant applications, 1973 funding from all

sources for the 67 neighborhood health center was $138,760,401. During this same
period, the estimated number of patients served in the centers was 675,620. Thus,
the overall average estimated cost per person served was $205.
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On a national level we do not have comparable information. However, data
reported in the 1878 Statistical Abstract of the United States indicate that the
national per capita cost for services which are most comparable to those delivered
In neighborhood health centers is $187. This represents per capita medical ex-
penditures for the total U.S. population. It is not directly comparable to the aver-
age expenditure per person receiving services shown ($205) for neighborhood
health centers. A strictly comparable average could be estimated only if one
identified the total number of citizen actually receiving services and divided the
number into the total expenditures .

Mr. FLOOD. Is the cost per person going up in 1975, or is it decreasing?
Mr. Buzzzix. As an objective, as a goal, it will decrease.
Mr. FLOOD. That's great.
Mr. BUZZELL. Your question was Is it going to or not? My prog-

nosis is that it will decline, because that is a major initiative of ours.
Once again, we want to expand services.

FAMILY HEALTH CENTERS

Mr. FLOOD. Now on the family health centers, your justification is
quite a document. You state that you have finalized their benefit pack-
ages and have started enrollment activity.

That sounds like a health maintenance organization. Are these
things in effect HMOs, or what?

Mr. Buzzum. A. number of the family health centers are converting
or will convert to become HMOs. During the next fiscal year, we esti-
mate that perhaps three will convert.

Mr. FLOOD. It seems from what you say in your justifications that
many aspects, certainly some aspects of this program overlap the
HMO program. What about that?

Mr. Blizzr.m. I think some aspects of this program fit, in well with the
HMO conceptsimply the notion of these people's receiving their serv-
ices on a prepaid or capitation basis. In family health centers, the
program intent was to test the feasibility of providing prepaid serv-
ices to low-income populations in both rural and urban widerserved
areas.

There is quite a bit of interest on the part of the family health
centers, neighborhood health centers, and the 0E0-initiated networks
that we have, to convert over or at least to be in part an HMO. We
may use HMO legislation and funds to assist these projects.

111a0 FUNDS

Mr. FLOOD. Will HMO funds, especially the part marked for what
von call "nonmetropolitan areas," be used to support the rural family
health centers?

Mr. BUZZELL. Yes; in some instances.
Mr. FLOOD. If that HMO money is available to support the family

health centers, why is it necessary to provide separate funds for these
activities in the family health centers? Which came first, the chicken
or the egg?

Mr. BUZZELL. Let me use an exampleMr. Obey's Marshfield or
cur Marshfield Clinic. That clinic is in fact, at least in part, an HMO
now. It does not fit the legislative definition of an HMO, but for all
Prutigal_ PurP0...$esjt i$ jn. part. an IWO, It_ls also A AmityllgAlth
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center, and funds are used to pay for a portion of the service delivery
charges. This will no be the case in an HMO.

I ought to clarify one thing for the record, and that is that the HMO
program money that we requested a month ago when we were here in
connection with the supplemental request and in the 1976 budget re-
quest will not be utilized for the family health centers or neighbor-
hood health centers. However, these centers may be converting to the
HMO provider arrangement or the HMO concept.

Mr. FLOOD. But does the Federal Government pay the entire
monthly premium cost in a deal like that?

Mr. BUZZELL Not the entire monthly premium cost, no, but we have
paid in fact a portion of the capitation.

Mr. FLOOD. How many of the participants pay even a part of the
monthly premium?

ENROLLEE CATEGORIES

Dr. BATALDEN. In the family health center program, there are three
categories of enrollees.

Mr. FLOOD.That is a good way to begin.
Dr. BATALDEN. The first category is the perion who can pay for

services by virtue of some existing entitlementmedicaid, medicare,
or private insurance.

The second category is those who can pay for the full premium
themselves without the benefit of any type of insurance coverage.

The third category of enrollees are those who cannot themselves pay
and for whom there is no existing insurance or entitlement.

It is for the category three enrolees that the family health center
grant funds go to provide payment for the costs of services.

HOSPITALIZATION

Mr. FL000. How do the family health centers arrange for
hospitalization?

Dr. BATALDEN. Through a variety of ways that have been really
fairly creative. The family health center in Georgetown, for example,
has an arrangement with a neighboring hospital that they were able to
work out because they picked up a lot of the drop-in care the hospital
ordinarily would have had to provide.

In the case of the Marshfield family health center, we extended to
them a waiver that would allow them to pick up the cost of hospital

'care because we were interested in examining just how this waiver
might influence their ability to market the package to the population
they were trying to serve.

Mr. BUZZELL. Generally it is a very difficult thing for them to do.
No. 1, they do not have the funds to pay for hospitalization.
Mr. FL000. That is the understatement of the morning.
Mr. BUZZELL. That is correct. Generally, it is very difficult for them

to do.
The best example I have, I think, is the migrant health program,

We do not have a mechanism in terms of providing hospitalized care
for migrants. When a migrant goes to a migrant health center and
requires hospitalization, then the project director has the very chal
lenging job of fin-diti-g-afiliistitiltioli that cati in fact take this
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Generally speaking, the State or the local community has carried
ithat burden in a community hospital. They may be entitled to medicaid

or medicare, or they may have some other form of health insurance.
If that is the case, I/1 fact it is our job in these projects to help them
get the necessary hospitalization and arrange for the fiscal agent to
cover them. But it is a problem.

PROGRAM COORDINATION

Mr, FL000, On maternal and child health, tell us how the activities
of the maternal and child health program targeted to low-income faini-
lies are coordinated with the activity of the neighborhood health cen-
ters and family health centers, which of course are also targeted to the
low-income families.

Mr. Buzau,. The answer really is that we do not. We operate sepa-
rate programs here. The maternal and child health program for a
couple of key reasons is not closely coordinated with the neighborhood
health centers.

First of all, it has become a State program, so it is being managed
through the States.

Second, the kind of services and the target population with which
they are dealing in the maternal and child health area are somewhat
different from the neighborhood health center.

Mr. Flow. The immunization programs are supported under the
maternal and child health program. Do they overlap or do they com-
plement the immunization activities of the Center for Disease Control
that we were talking about before I

Dr. BATALDEN. Most of the immuniztaion activities are coordinated
through the regional offices and at the local level in conjunction with
the local health department. They are not initiated autonomously for
the population groups. They are done in concert with the local health
department. .

Mr. BUZZELL. Again, the answer is, there is essentially no coordina-
tion with the Center for Disease Control. It is an independent program
through the local health department, essentially.

Dr. BATALDEN. I think the coordination comes through the role that
the Center for Disease Control plays with the State and local health
departments. The Center for Disease Control has an extensive pro.
gram that supports the development of these immunization programs
through the State and local health departments. It is through these
local health departments, then, that the effective coordination is
achieved at the community level.

AUTISTIC CHILDREN

Mr. FLoon. You also spoke in your statement about research train-
ing. Your justifications place a great deal of emphasis on training per-
sonnel to work with the mentally retarded children. Does this training
include the autistic children, tool

Mr. BUZZELL. Yes, it does.
Mr. FLOOD. Can you elaborate on some of the projects that you are

currently supporting in the area?currently
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Mr. BUZZELL. Yes. Again, I will ask Paul to expand on this.' We
are supporting re-
tarded. i

20 university - affiliated centers for the mentally re-
tarded. As you indicated, Mr. Chairman, the basic purpose is to pro-
vide services to the mentally, retarded and multiply handicapped.

In addition to that, we will be continuing to provide nurse practi-
-tioner Aind physician assistant training programs through this
activity.

Mr. FLOOD. How many pediatric nurses and physician assistants do
you produce in this program on an annual basis?

Mr, Buznts. In this fiscal year, we estimate 160 health personnel
will receive training in areas like nurse midwifery, pediatric nursing,
physician assistance.

Mr. FLOOD. That is great, but are you meeting the \demand for this
type of personnel

Mr. BUZZELL. The answer,is, "No," but this kind of training is going
on under a number of other programs as well.

FAMILY PLANNING

Mr. FLOOD. On the family planning program, in the budget justifica-
tiont again, you say, "Continuing efforts are being made to integrate
family planning projects within existing health systems."

Can you explain to the committee how you are going about this
integration

Mr. BUZZELL. Either Dr. Batalden or Carl Shultz could answer that.
This would be a good opportunity to introduce Dr. Shultz to you,

Mr. Chairman.
Carl, do you want to speak to that point, and then Paul will elaborate

on it.
Dr. SHULTZ. Mr. Flood, as you are aware, essentially most family

planning services that are delivered through organized planning are
delivered through freestanding family planning clinics and facilities.
However, we feel in order to expand the program satisfactorily, it is
necessary to increase the services through other health service care
delivery mechanisms, such as hospitals and neighborhood health cen-
ters or family health centery or any other health provider in the
community.

This., of course, includes private physicians. We work with private
physicians as well to encourage them to provide family planning
services.

Basically, our objective is to expand the program most economically,
and one of the ways is through the mechanism of using existing health
care facilities.

Mr. noon. Does integration mean the end of the freestanding fam-
ily planning projects that we have?

Dr. &rum. No, sir.
Mr. BUZZELL. As you know, Mr. Chairman, if we have a large num -.

ber of very small categorically defined clinicsthat is, they only pro-
vide a few services while incurring all the attendant overhead and ad-
ministrative costswe end up not providing as much direct service as
we would like to. We are doing some consolidation of small projects.
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TIIIRD-PARTY PAYMENTS

Mr. FLOOD. What success, if any, have the family planning projects
experienced in collecting from third parties? For instance, medicaid.

Dr. Siituzz. They have had considerable success. It is estimated that
in this fiscal year we shall obtain approximately 20 percent of the cost
of organized programs from third -party payers.

Mr. BUZZELb. Let me make one point in that regard. I am afraid
the chairman's question is : Why didn't you cut. this one when you cut
the neighborhood health centers $5 million I

Our information on third-party collectables in the family planning
area is not as solid or as dependable as it is in the neighborhood health
centers. We would like to achieve the 20 percent, and we think there is
the potential there, but we have not demonstrated conclusively yet that
we can do it.

In the neighborhood health centers, we have. So, we have some
homework to do in that regard.

Dr. Sittryrz. This is really a report based on our regional program
directors working with the Mates. I perhaps have more confidence in
it than Mr. Iluzzell does. I feel very confident we are achieving in this
fiscal year at that level, and in the coming fiscal year we predict we
will be able to achieve an even higher level, because the Motivation is
very strong.

We have the Social Security Act, titles XIX and IV-A, and a special
provision of 90-percent Federal matching which act as a special incen-
tive to the States and other areas to get this third-party reimburse-
ment. Congress has acted in such a manner as to provide this incentive
and therefore I think we can expect to move ahead rather directly
in the area of family planning and obtaining a very high level of
reimbursement.

The eligibility is somewhat greater here.
Mr. BUZZELL. My point is that the regulations are not out yet in

terms of the 90-10 match and the results are not in at all. I believe
we will achieve that. The fact is that we have not done it yet. At
least, we are not collecting data that we can validate which says we are
in fact collecting 20 percent.

I think Carl is right, the potential is good, and we need to focus on
that, but meanwhile we are going to have to move with some caution
in terms of direct grant money in the family planning area.

FAMILY PLANNING TRAINING

Mr. FLOOD. You also have in the budget a request for training activi-
ties. Let me quote again from your justification

To promote the skins and knowledge necessary to foam that all family plan-
ning staff have the skills necessary to successfully provide voluntary family
planning services.

Is that available to the staffs of the neighborhood health centers,
family planning centers, and MOIL centers? Are they all in on that?

Mr. BUZZELL. No. This is just the family planning services area.
I think it is terribly important that we provide a substantial amount

of training in the family planning area because, as you know, we get,



into some very sensitive areas in terms of sterilization, abortion, and a
number of other things. We get into some very sensitive areas in terms
of the kinds of data that we will distribute,..the kinds of pamphlets
that we will provide to the enrollees.

As a consequence, I think it important that our people thoroughly
understand what they are supposed to be doing. It is a very sensitive
area. f think training in that area particularly is important.

This training activity that you refer to, Mr. Chairman, is in the
family planning services area.

'UNIT COST or nrravEruxo FAMILY PLANNING SERVICES

Mr. FLoon. In your justifications you talk about reducing unit costs.
What is the current unit cost, and what do you expect the unit cost to
be in fiscal year 19751

Mr. BUZZELL. I shall defer to Dr. Batalden and Dr. Shultz. I would
expect the answer will be that we are not sure.

Go ahead.
Dr. Suvurz. We are carrying out an effort at the moment to deter-

mine what will be a good estimate of what the levels will be. However,
on the basis of information which we have, we are able to estimate that
we have been able to accomplish certain per capita reductions through
the consolidation effort because we have indications that larger proj-
ects provide services at a lower unit cost.

An earlier estimate was around $60 to $65 per capita per annum as
being the family planning services cost. We now estimate it will be
closer to $55 to $60 per individual per annum for a comprehensive set
of services.

Mr. BUZZELL. What we are saying, I think, if I understand Dr.
Shnitz, is that per patient served, our costs are running, we think,
approximately $60 per patient.

Dr. Sircurz. And we anticipate some reduction.

DATA SYSTEMS

Mr. FLOOD. This one is always a can of worms. All through this budg-
et justification you have reference to the development of the data sys-
tems and third-party billing systems. Are we to interpret this as one
coordinated effort? Are you making one major effort to serve all the
programs under this appropriation, or is each program going its sepa-
rate way on this thing?

Mr. Buzzram. In the Department we have a very high priority in
terms of data systems, third-party reimbursements and improved ratan-
cial management systems in these projects. That is all-inclusive in terms
-.0-f the programs that are covered by Dr. Bataklen's Bureau of Com-
Munity Health Services.

Mr. FLOOD. Is this a coordinated effort to develop a billing system,
or what are you doing?

Mr. BUZZELL. It is a coordinated effort between our regional per-
sonnel and our central office personnel and the project grant per-
sonnel to assist the projects to put in the kind of billing system and the
kind of management system they need in -o tr to gekthe fultda 'bey.

*CI services each of thare entitled to, the purpose ing to expandthe servi in eac n the
projects.



It goes across all our programs in the Bureau of Community Health
Services as well as the programs in the sister agencies.

MIGRANT HEALTH

Mr. FLooD. You spoke about the migrant health program. In 1974,
you had $23.7 million. In 1975, you have $24 million, You are going
up $250,000.

In your budget justification you state that the migrant health proj-
ects will improve access to quality health services for migrant workers
and their families.

How are you going to increase access under that budget?
Mr. BUZZELL. To be honest, it is going to a very difficult. The third.

party reimbursement mechanismmedicare, medicaiddoes not serve
the migrants and our budget request. for increasing grants, as we indi-
cated, is very nominal.

As a consequence, the only way we are going to be able to expand
our services in terms of serving migrants is through becoming more ef-
fective or more efficient in the migrant projects.

Mr. FLOOD. That is an increase of $260,000. Are you going to use
that in the migrant worker field to improve care to those working in the
low-impact area ?

Mr. BUZZELL. Low-impact area?
Mr. FLOOD. That is less than 6,000 migrants.
Mr. BUZZELL. Exactly.
Mr. FLOOD. How are you going to accomplish that?
Dr. BATALDEN. The main way we are going to do that, with addi-

tional funds, is to work with existing hospital outpatient departments
and with existing clinics in those areas to pay for services for migrant
farm workers and their families.

We recognze it is not a large additional sum of money, but we also
recognize that our main problem in terms of coverage for migrant
health services is in the low-impact areas. We have migrant health
services available in the high-impact areas of the country; that is, those
areas that have more than 6,000 migrant farmworkers.

Mr. BUZZELL. The fact is, we are not going to do it with grant money.
However, we do have some hope that the State medicaid agencies will
entitle many of these migrants to medicaid coverage. The reasons they
are not covered now are, generally speaking, administrative-type
reasons. They are going from one section of the country to another.

Mr. FLOOD. Are you improving the health status of migrants relative
to that of the general population./

Mr. BUZZELL. Yes, we are, but I would say in the migrant area we
have the furthest to go. As a population group, the health status is the
worst of any of our population groups.

FISCAL MANAOEMENT PROBLEMS

Mr. FLOOD. Again, in your justification material you state that a
team of experts identified fiscal management problems in the 13 largest
migrant projects that you have. Can you tell us what problems the ex-
perts have found and what you are going to do about these problems?

Dr. -BATALbEN. Yes. There are a number of specific problems in-
successful third-party reimbursement. They range all the way from
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whether in fact the individual project is recognized as a provider of
services by the State medicaid program; second, whether the services
that the individual center provides are in fact reimbursable; third,
whether the patient who is being served is eligible to receive services;
fourth, whether the rates at which they are able to bill are equivalent to
the costs they experience in providing services; and, fifth, whether the
billing is actually made.

The problems we run into as we look at each one of these centers
is that there are a host of little things that make the difference
whether in fact there has been sufficient follow-through with the
State medicaid agency as to the provider status of the clinic; whether
an efficient. billing clerk has been employed and has repsonsibility for
determining whether in fact. the individual has entitlement to those
funds; and whether in fact the bill is sent and whether records are
kept.

In these areas- we have been most effective in both identifying the
problem and working with the individual projects to address the
problem.

Mr. noon. I have several questions that my colleague Mr. McFall,
the distinguished gentleman from California, has asked me to have
you answer for the record. Please do so at this point.

[The information follows:]

NI [ORA N T HEALTII PROJECT

Question. Please provide a list of the 103 migrant health projects which are
being supported, with the dollars allocated to each one in fiscal year 1979.

Answer. See table below. Ninety-eight projects are listed on the table. Con-
solidations and mergers have taken place since the figure of 103 projects was
used in the budget narrative.

Question. Please provide for each of the 103 projects the number of physicians
encounters in the most recent grant year and the cost per encounter.

Answer. Data on the number of physician encounters per project ore presented
in the table below. These data were collected for the calendar year 1972 and
are the most recent data available. For those projects which were not opera.
tional during calendar year 1912, there are no data available on physician
encounters. The reporting requirements of the projects did not lend themselves
to analysis of the data to reflect, cost per encounter. The migrant health program
is currently implementing cost accounting and national reporting systems which
will yield data on the cost per encounter.

Question. How many projects provide care in the evening; in other words,
outside regular working hours? Do you encourage this?

Answer. The migrant health program has continued to stress the need to
provide care in the evening in order to make services accessible to migrants,
Sixty-three projects provide care in the evening. See table below.

Question. How many of the migrant health projects provied care at more
than one site or provide care through mobile clinics to make care more accessible?

Answer. Forty-seven projects provide care at more than one site. Ten projects
provide care through mobile clinics. See table below.
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Question. Bow many of the 103 projects offer dental services? How many more
of the.projeets are capable of offering dental services but are not doing so? If
the capability for providing dental care exists in other projects, why is this
type of care not being provided?

Answer. Sixty-two projects offer dental services. In most cases, the dental
services offered are of a limited nature (i.e., emergency care for relief of pain),
All of the migrant health projects have the capability to offer dental services.
Within the grant funds made available to a project, the project's policy board
has the prerogative to determine health care priorities. In the case of those pro,.
ects which do not offer dental services, their policy boards have not determined
dental care to be a priority for expenditure of grant funds available to their
projects.

Question. 1)o you regard accessibility of medical care to be a major objective
of the migrant health program?

!Answer. Yes. in order to be maximally effective in reaching migrant workers
and families with health services, we have focused special attention on the main-
tenance of projects in areas where a significant number of migrants reside for a
significant period of time. In addition to geographic accessibility, the problem
Is also addressed by program regulations which require "that all project ele-
ments will be provided in a manner calculated to preserve human dignity and
to maximize acceptability and utilization of services."

Question. Do you have a method for measuring and comparing the cost effec-
tiveness of the migrant health projects? If so, please describe it.

'Answer. No. The migrant health program is currently Implementing cost ac-
counting and national reporting systems in migrant health projects. When these
systems are In place, analysis of project utilization and cost data can be made to
determine functional project costs and allow for comparison of these costs among
migrant health projects.

Question. What is your policy on supporting with grant funds the cost of a
medically equipped mobile van which. would give the migrant worker greater
accessibility to services?

Answer. Our policy is to view mobile vans as a sometimes useful for adjunct to
the service delivery capacity of -fixed location facilities. The use of mobile fa-
cilities involves certain considerations.

Their effective function requires good working relationships between the staffs
of the mobile units and of the local practitioners and governmental officials.

Most experience indicates that it Is faster (time saving) and more efficient to
move staff in modern, rapid automobiles or airplanes to a local health facility
rather than hamper travel by the cumbersome, slow moving trailer unit. Much
valuable professional time is lost in transiting the mobile unit. Supplies are diffi-
cult to manage logistically and inclement weather adversely affects the mobility
of units, particularly during winter months in mountainous terrain. The mobile
unit concept presupposes adequate electric power for necessary dental or medi-
cal equipment, adequate sewage disposal and water supply and appropriate loca-
tion within the community. These concerns seem more easily met with the 01
locus facility.

Few mobile clinic purchasers envision the necessity of eventually replacing
the unit and few mobile clinic trailers have an expected life of more than 5
years. This adds a considerable amount to the yearly medical care cost. A
$20,000 (small) mobile unit would add a cost of $4,000 per year, for the 15-yeai
period of its usable life, to the basic cost of services and supplies. A further
added cost In sums spent for in locus facilities would cover much more than rent
only.

The nature of mobile units requires compactness and close spacing of services.
In very few clinic arrangements is 'the necessity for waiting room space and
dressing-undressing space recognized. This waiting room space would be nearly
essential for conducting general practice activities.

Mobile units which proved successful have some characteristics in common
(a) Services are generally limited or categorical rather than broad In nature

(e.g., TB, VD, library, laboratory, etc.)
(b) Technicians and other less skilled personnel (paraprofessionals) are

most commonly found manning mobile units. Highly trained health professionals
prefer more stable surroundings in which to conduct their practices.

(0) Purchase of motor .vehicle (truck) capable of hauling this mobile unit
without harm to its vital working parts is an essential element to success. Normal
production vehicles do not have this capability.
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(d) Self-contained power units for air-conditioning in summer and heating
during the winter expand the clinic's usability.

(e) Waiting room space adjacent to the mobile unit location also must be
covered, air-conditioned, heated, and convenient to the mobile unit site.

Question. has there been an evaluation by an outside group of the migrant
health program? Please provide a copy of the evaluation report to the committee
and provides summary of the findings for the record,

Answer, The moat current evaluation of migrant health activities was com-
missioned through contract by the Office of Secretary, HEW. Enclosed is
a 30-page summary of the final report. The contractor was Community Change,
Inc., Sausalito, Calif,
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SUMMARY OF THE FINAL REPORT:

EVALUATION, DESIGN AND
ANALYSIS OF MIGRANT HEALTH

DELIVERY SYSTEMS

I. INTRODUCTION

A. Summary

The purpose of this study was to "provide: (a) a description of
the effectiveness of the allocation of resources; (h) an.analysis
of alternative models of health delivery systems for migrants
with indications as to which systems are most effective and feasible.
The department phrased the problem in terms of a "basic question" of
policy and resource allocation, "What kind of delivery system can be
designed to provide comprehensive health care services to the
largest number of migrant farm workers and their families within the
present funding level and with specified additional funding?"

To answer the basic question, Community Change conducted a twelve
month study of the Migrant Health Program. The study included
visits to 23 federally-funded migrant health projects in ten states,
to ten state and regional offices, HSMUA headquarters, and to seven
other programs offering models of migrant health care delivery
(Final Report, pp. 175-178). In the course of the 41 site visits,
the eValuatIWn staff interviewed 781 project staff, program adminis-
trators, other health care providers, social service providers,
migrant consumers, their advocates and elected public officials.

The-study had four parts:

evaluation of Migrant Health Projects;

evaluation of state, regional and
headquarters administration;

projection of migrant health needs;

analysis of alternative modelsfor
improving health care delivery.

B. Major Findings

The severely-limited migrant health funds are being used in an
inefficient manner. They are spread so thin (over so many grantees)
that they are ineffective and and fail to act as catalysts to
generate other resources. Grants are not concentrated in locations
of, greatest need. The health care services provided are fragmented,
intermittent and often of minimal quality. Grantees are predomin-
antly local public health departments which are inappropriate in
terms of program legislative objectives (direct primary care, con-
tinuity of care, consumer participation) and particularly incapable
of creating new resources (attracting new physician manpower,
creating new health care delivery mechanisms, innovating in the
use of health paraprofessionals, maximizing third-party
reimbursements).

s: -0111 0 ;4

II
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2

':. M- aier Recommendations

the efiectioness of the migrant health' program can be increased
tubstertially within the present level of appropriation simply by
:oncentratin program resources in a small number of largo, com-
.)rehentivo ?rejects located jn the areas of greatest need. This
fill Wait the termination of most of tho existing grants (those
in low priority areas or providing low-priority services).and the
systematic Manning and technical support of new grantees' in high
-Impact treat.

re:ommtnded program strategy would be easier to carry out in
':ho context of expanding resources but can be implemented simply
slrough the exercise of leadership and planning by the existing
program adm'nistration. It will require a major modificatioh of
program sty'.0 (previously highly personal and generally lacking
ai cohortnt strategy beyond merely distributing resources broadly)
and a vtrieq of difficult "political" decisions related to
terminating grants, entry into priority areas, enforcing minimum
program standards and stimulating Regional Office Cooperation.
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11. THE MIGRANT HEALTH PROBLEM

Migrant and seasonal farm workers and their families can be found
throughout the country but are concentrated in ten states harvest-
ing fruits and vegetables. The migrants travel from crop to crop
to obtain work while seasonal workers remain in a single area.
During periods of unemployment, migrant workers live in "home-base"
areas in Texas, California, Florida and Mexico.

Migrant and seasonal workers both suffer from low wages, intermittent
employment, lack of protective social legislation and ethnic and
racial doscrimination. Migrant workers additionally are excluded
from progrars such as welfare and medicaid (Title XIX) because they
do not satisfy local residency requireMents.

In 1970, there were nearly 2-1/2 million farm workers including
196,000 migrants l. Of tho migrants, 63t are under 25 years of age
and 82% are male. Less than a third of the migrant workers are
heads of household. The average Migrant obtained a total of 133
days work in1970 and earned an annual income of $1930. This in-
cludes 83 days of farm work and 45 days of non-farm employment.

The health problems of migrants and seasonal farm workers are
similar to other economically disadvantaged sectors of the popula-
tion hilt aggravated by legislative exclusion, mobility, and location,
in medically underservedrural areas.

A. Numbers and location of migrants

Department of Labor statistics show that migrant employment is
concentrated in ten states which, at the peak, each have more
than 10,000 working migrants. (See Table I, page 4.)

Within these states the demand for migrant labor is highly
variable and subject to seasonal fluctuations. In some states
such as California, there is a continual demand for migrant
labor, ranging from a low of 11,000 in February to a high of
55,400 in September. In other states such as Michigan, there
is no employment for migrants in the months from December to
March, but high demand for migrants from June to September.

Employment statistics do not include non-working dependents of
migrants and fail to reflect the numbers of unemployed migrants
in home-base settings. According to state agencies, the vast
majori%y of home-based migrants are concentrated in three
states'. (See Table II, page 4.)

1
Economic Research Service, USDA, The Hired Farm Working

Force of 1970.

2
Final Report, pp. 20-.21.
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TABLE

PEAK EMPLOYMENT BY MONTH OF MIGRANT WORKERS
AND MAN/MONTHS OF SEASONAL WORK, 1970

PEAK MONTHLY PEAK MONTH OF MAN/MONTHS OP SEASONAL
SIATE EMPLOYMENT --EMPLOYMENT waRK CP:ousandsf

California 55,400 September 1,356
kichigaL 28,900 July 183
Texas 19,800 July 1,066
Florida 16,700 January 655
Ohio 16,600 September 123
New Toil. 12,000 September. 81
Now Jersey 11,500 August 83
Oregon 11,300' Juno 207
Washington 10,900 September 256
North Carolina 10,600 August 849

Source: U.S; Department of Labor, Manpower Administration,
"Ir Season Farm Labor Reports, 1970."

TABLE II

TOTAL MIGRANTS AND DEPENDENTS.
IN THREE HOME-BASE STATES

Florida 87,170
Texas '111,267
California 114,93C

Total 313,367

Using a combination of residence and employment data, it is possible
to identify 59 counties inel5 states which have m4,rant populations
of 4,000 or more'. These. migrant impact settings include resident
migrants who migrate to other areas for employment (home-base areas),
areas with relatively few resident migrants (upstream areas) and
areas which have a mixed character composed of both resident and
in-migrant workers.

The population to be served, migrants, seasonals, and dependents, in
these 59 impact settings range from 4,000 to 56,000 people. These
locations are either single or adjacent counties. . .

1
Final Report, pp. 203-207.
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, TABLE III

DISTRIBUTION OF MIGRANT IMPACT AREAS BY
NUMBER OF MIGRANTS AND TYPE OF SETTING

TOTAL MIGRANTS TYPE OF SETTING
migt1317STAM , TOTALMD DEPENDEWT NOME -BAS

4,000-7,999 12 S 11 28 .

8,000-11,999 6 5 4 15
12,000. 23,999 1 9, 0 10
24,000-plus 2 2 2 6'

Totals 21 21 17 59

b. Medical Resources in Migrant Areas

Existing medical resources in the 59 migrant impact settings are
generally inadequate in comparison to national averages. Of the
59 settings, S3 have less primary care physicians than the
national average ,(1:1635) and 22 have less than the national rural
average (1:',:510)4.

TABLE IV

EXISTING MEDICAL RESOURCES
IN MIGRANT IMPACT SETTINGS

RECEIVING
RESDORUT HOME -BASE min() UPSTREAM TOTAL
Adequate 5 1 6
Substandard 11 13 7 31
Critical 10 3 9 22

Totals 21 21 17 59

source: Distribution of Physic/tans, Hospitals and Hospital Beds
... Ifi-the U.S., 1969, Volumes I and II, American Medical

Association, 1976.

The migrant impact settings are also generally poorer and more
rural than the national average although seven of the 59 are in
urban areas with populations exceeding 500,000. When the adequacy
of the receiving health system is contrasted to the type of
migrant setting, it is obvious that the most severe problems
exist in the 21 home-base settings of which eleven are sub-
standard and ten are critical.

American Medical Association, RE. cit.
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TABLE

MIGRANT IMPACT
TYPE, RURALITY

OP THE HEALTH

HOME UPSTREAM

V

SETTINGS BY
AND ADEQUACY

SYSTEM

DURATION
'BRIEFItzral: USE' MIXED MEDIWr TOTAL

Alequate 0 1 0 0 1

Szbstandard 4 S .2 2 13
Critical 7 2 7 1 17.

Nzn-Rurall

Adequate 0 4 1 0 5
Szbstandard 7 8 2 1 18
Critical 3 1 1 _P._ 5

Total! 21 21 13 , . .4 59

source: American Medical Association, op. cit.

In summ.ry, of fifty-nine migrant impact settings, 88% are either
rural or small metropolitan, 90% have less-than-adequate existing
health resources, and 71% require programming for eight months
or more.

C. Trends in migrant labor

The number of migrant farm workers is constantly decrnasing but at
a rate which is less rapid than the decline in all farm workers.
As a result, the migrant portion of the labor force has increased
in three of the past four years. This trend results from the
increasing industrialization of agriculture and the decline in
family farms. Thus, within the farm work force, the major declines
have come in the area of family workers, and these declines have
been much faster than among hired farm workers.

In addition to economies of scale, the industrialization of agri-
culture requires increased mechanization and specialization.
These have opposite effects on the need for migrant labor. Mechani-
zation attempts to reduce all labor needs by replacing men with
machines. At the same time, specialization is creating high but
brief labor. demand. As a result, the trend reflects competing
tendencies in the agricultural labor market which partially cancel
each other.

Demand for migrant workers is concentrated in a relatively small
number of crops and crop activities. Mechanization, to reduce
migrant demand, must focus on these activities.. While agricultural

.

mechanization has proceeded rapidly in some activities, it has

1
Velmar W. Davis, "The Demand for Fruit and Vegetable Labor

in 1975," Farm Labor Developments, April/May, 1970.



101

also neglected others. There are many areas of high labor demand
where mechanization has had little impact and there is little
prospect that it will do so in the.immediate future. For example,
one expert forecasts a 41t increase in orange production between
1968 and 1975 with only limited improvement in labor efficiency

lwhicn will result in a 24% increase in labor demand.1

The same expert has estimated the progress of mechanization in fruit
and vegetable crops in 1975. Ito expects limited mechanization of
fruit harvests (from 2% in 1968 to 17% in 1975) and continued mechan-
ization of vegetables (from 56% in 1968 to 75% in 1975). The result
of this mechanization will be a 12% decline in agricultural labor
requirements.

Just as the reports on mechanization are often overly optimistic,
there is a similar tendency to assume that, when faced with low
wages and declining employment, migrants will move out of farm work
and into other occupations. But it is obvious that there is a
strong tendency for migrants to remain in farm work, or at least
consider farm work, in spite of very unattractive working conditions
and low wage:"

This tendency results from the limited occupational mobility of
migrants and the inefficient nature of the agricultural labor
market. Migrants are frequently uneducated, immigrants and young.
They general:4 lack skills necessary for regular employment outside
agriculture. Inefficiencies in the labor market and the seasonality
of labor demand suggest that a reduction in aggregate labor require-
ments will not immediately result in a parallel adjustment in labor
supply.

The number of migrants is declining, but more slowly than in other
areas of farm labor. This is because specialitation and mechaniza-
tion to some extent work against each other. The first creates areas
of high labor demand while the second reduces this demand thrcugh
the introduction of machines. Additionally, mechanization has not
yet really affected Some crops, for example citrus and strawberries,
in which the labor demand is very high.

Finally, it is probably incorrect to assume that further mechaniza-
tion will immediately result in fewer migrant farm workers. Because
of their limited occupational mobility, many of these workers will
probably remain in agriculture and face lower annual incomes.

1
Velmar W. Davis, 22. cit.
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111. PROGRAM BACKGROUND

A. Legislation

The Migrant Health Act (PL 87.692), enacted in 1962, added Section
310 to the Public Health Service Act authorizing HEW to make grants
to public and other non-profit agenciei,'institutions and organiza-
tions to pay part of the cost of, "establishing and operating family
health service clinics for domestic agricultural migratory workers
and their families." The act has since been amended to authorize
hospital care (1965) and to require consumer participation (1970).
Tho 1970 amendments also broadened the definition of migrants to
include seasonal farm workers and their families.

Tho act currently has budget and program authority through June 30,
1973.

B. Appropriation History

The first appropriation under the act was made in 1963. The current
(F.Y. 1970) appropriation is $15 million.

TABLE VI

AUTHORIZATION AND APPROPRIATION HISTORY
FIrataT ITAITICTRUGgli

YEAR
AUTHORIZATION

F1sca1 Years:

APPROPRIATION
----(1)OrrT)

1962 - 1970

TOTAL1'2
AMOUNT

AVAILABLE
PERMTPINNT"(UTOFir MIGRANTS (DOD's)

1962 None -None 386 None
1963 $ 3,000 $ 750 386 .97
1964 3,000 1,500 386 1,93
1965 3,000 2,500 466 2.68
1966 1,000 3,000 351 4.27
1967 8,000 7,200 276 13.04
1968 9,000 7,200 279 12.90
1969 9,000 7,200 257 14.00
1970 15,000 15,000 2,488 3.01

1
Source: Annual Reports, Economic Research Service, USDA,

lhatiredFarmWorkirrceof1962-1970.
Legislative Amendment broadened eligibility to include

seasonal farm workers effective 1970.
3

The per capita total is based on the assumption that
there is one non-working dependent for each working migrant
and seasonal farm worker.
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The appropriation increased by $7.9 million in 1970 (an increase
of 108% ovet the 1967-1969 program level), but the amendment which
expandet thf eligible population to include seasonal farm workers
xasultec in a dilution of per capita appropriations from $14 to $3.01.

C. Current Program

The oril.inal program strategy was to spread the limited resources
azross I. relatively large number of small projects hoping to divert
existinc programs into serving migrants.

Small giant: were made to public health departments to expand services
to migrants and to local "migrant committees." The 1970 amendments
and appropriation increase allowed for a modification of this approach.
haw graft finds were concentrated in fewer projects offering relatively
more cohprelansive care. Seven large new grants were made to projects
with coLsumer participation and offering comprehensive ambulatory
care. Veve)al existing grantees were awarded expanded grants to carry
cut the broadened mandate and a few smaller pr.ejects were phased out.

TABLE VII

DISTRIBUTION OF MIGRANT HEALTH PROJECT
GRANTS BY DOLLAR AMOUNT

GRANT RANGE NUMBER OF GRANTS % OF TOTAL GRANTS

0-$30,000 45 29
30,000. 860,000 48 30
60,000-$120,000 26 17
120,000+ 38 24

As Table VII demonstrates, even after the appropriations increase
and broadened mandate, 59% of the project grants are for $60,000 or
less. As Table VIII shows, grants to state and local government
account for 71% of the projects and 67% of the funds. Although the
1970 grant awards were larger than in previous years, the program
continues to consist of a relatively large number of small projects.

D. Administration

The Migrant Health Program is administered by a Migrint Health Branch
within the Community Health Service (CHS) of the Health Services and
Mental Health Administration (HSMHA) of HEW. Projects are operated,
by a variety of public and non--profit agencies on annual project
grants administered by CHS staff in the ten HEW Regional Offices.

In most of the states with high migrant impact, the state health
agency has a grant to provide administrative support and technical
consultation to local project grantees. In several states (e.g.,
California and Florida), the state also acts as an intermediary
grantee which contracts with local health departments for the
delivery of direct services to migrants.
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IV. STUDY METHODOLOGY

The study was designed to identify that model or group of models of
health care delivery which would be most appropriate in terms of the
health needs of migrants, most efficient in the context of the severe-
ly limited resources and most likely to provide basic health care to
the largest number of migrant and seasonal farm workers and their
families. The study used four separate approaches:

1. evaluation visits to 23 migrant health projects;

2. administration visits to five state agencies, five
HEW Regions and the Migrant Health Branch in Washington;

3. analysis of existing data on migrants, agricultural
employment, mechanization and physician supply;

4 analysis of a variety of.alternative health delivery
models and visits to seven programs offering poten-
tially applicable models or components.

A. Site Selection

Projects to be visited were selected to serve two purposes. They
were to provide a representative sample of the nature and effective-
ness of the existing program and to offer a variety of empirically-
based models of alternative health delivery systems for migrants.

TABLE IX

MIGRANT HEALTH PROGRAM
PROFILE AND GRANTEES VISITEDI

TOTAL PROJECTS
SPONSORSHIP PROJECTS VISITED
State Health Department 21 6
Local Health Department 80 11
Other Local Government 11 1
Medical School 3 2
Hospital 3 1
Medical Society 7 3
Voluntary Agency 26 0
Consumer-Based Organization . 6 4

TOTAL 157

1
Source: List of Grantees, Migrant Health Branch, August, 1970

Includes fire state programs and 23 project grantees.
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The project sites selected aro representative of the program universe
in terms of

types of migrant Settings .

relative impatt of migrants
. alternative projeet models
types of project sponsorship'

The eva:uatten visits included 10 of the 33 states in which there are
aigrant health grants and projects totalling 291 of the current pro-
gram fuLds.

s'E, Sit 'evaluation approach

--The 23'project evaluations were conducted by interdisciplinary teams
cOmposed of three of more people. The evaluation staff included
health proftssionalS, community organization specialists including
former migrants and public administration experts. A physician par-'
tidipatod ,eighteen of the twenty-three project site evaluation teams

Each site evaluation included interviews withproject staff, Migrant,
Consumers of project services, public officials, other health providers
and scarf of other social service programs potentially serving migrentt.
Each project was evaluated in terms of its internal performance, the
appropriateress of the program Model to the program setting and the
extent of linkage with the existing health and social service delivery
systems.

C. Projection of migrant needs

The projection of trends in migrant health needs are based on a
thorough search of published data including POrticularly the
annual migrant census of the Department of Agriculture, employment
data from the Department of Labor, health resource data frOM the
American MediCal Association and projections of trends in agricul-':
tura]. economics and technology from a variety of sourcesi :Current
estimates of migrant and seasonal farm worker population were
tained from state agencies in the five states of highest migrant
impact.

D. Modeling alternative health delivery systems

The analysis of alternative models of health delivery was based on
Models and program elements drawn from a variety of sources.
Existing Migrant Health projects proVided a set of empirically-J:
.derived models. Visits to seven other programs. provided additional
alternatives including pre-paid health insurance, direct federal
administration and closed panel, pre-paid group practice. Other
models and variations were suggested by the 781 people interviewed
in the course of the study.

The models were analyzed and compared in terms of appropriateness
to migrant settings and relative capacity to provide minimum
adequate ambulatory care in the most efficient fashion.
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V. FINDINGS

A. Existing project models

All twenty-three projects visited can be classified into one of
thee models These models class the projects by thy scope and
nature of the services available, These three empirical models
describe tho full range of existing migrant health services.

1. Preventive Emphasis Model

Preventive emphasis projects limit direct service to preven-
tive and screening activities. Such projects are generally small,
sponiored by local health departments and'a prodUct of the early
program strategy of using small investments to expand existing
services to migrants.

Frequently, the Migrant Health grant does not pay the salary of
an identified employee, but rather increases the staffing level
of the agency with the understanding that all staff members will
have some migrant responsibilities.

2. Intermittent Care Model

The most common model offers diagnosis and treatment of gen-
eral disease processes through the use of employed part-time
physicians in field and night clinics. The typicil project

part - time,

located in temporary facilities in a farm labor camp, school or
church and is open one or two nights each week during the migrant
season, This model provides increased accessibility and expanded
services over the preventive emphasis, model.

Clinic quality is frequently limited by the inadequacy of equip-
ment and ancillary support particularly in terms of,x-ray, labora-4
tory and drugs. The intermittent care project usually has litited
access'to specialty diagnostic and treatment services in and out
of the hospital.

3. Comprehensive ambulatory care model

A small number of recently-funded projects offer general
family medical services throughthe use of full-time salaried
physicians practicing in small groups. Such projects offer a wide
range of ambulatory diagnosis and treatment of disease and usually
have some funds to purchase specialty diagnostic anl treatment
services. The comprehensive ambulatory care projects frequently
have no grant funds for hospitalization.

Comprehensive projects visited were generally newer and larger
than the ether two models of limited scope. The comprehensive
projects also frequently were sponsored by non-profit agencies
with significant consumer participation and tended to be located
in areas of high and long-duration migrant impact. Such projects
frequently served consumers who ware predominantly seasonal rather
than migrant farm workers.
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TABLE X

DISTRIBUTIOa OF MIGRANT HEALTH PROJECTS
VISITED BY SPONSORSHIP AND TYPE'OF MODEL

PREVENTIVE INTERMITTENT COMPREHENSIVE
=TOTAL EMPHASIS CARE AMIULATOAY--

state H)alt1 Dept. 1

local H)alt! Dept. 11
ither Lical Govt. 1

ledical Soc:ety 3

ledical Schfol 2

lospitai 1

Ionsumwn-ba:ed 4

TOTAL 73-

1

6

2

2

1

1

4

is the ;ibovi, table shows, projects sponsored by public agencies
tend to'iard a less comprehensive scope of service while all consumer
sponsorod projects visited used a comprehensive service model;

Evacuation of services and operational characteristics.

1. Preventive health

All twenty-three projects offer preventive health services,
In eighteen, these services are in a general clinic setting. Ten
projects support staff sanitarians and eleven have preventive
.health staff (public health nurses, health educators, nutritionists,
social workers and aides) who are not based in a clinical setting.

The extent and nature of preventive health services correlates highly
with project sponsorship. Projects administered by health depart-
ments place a higher emphasis on indirect services (those not
related to personal health care) and categorical services. The ten
projects paying salaries of environmental sanitarians are all
public health departments. None of the four consumer -based projects
includes sanitation services. Limited service clinics (those wthout
a Physician present or with categorical services) are also characterl,
istic of health department sponsorship. All ten projects offering
Categorical clinics and seven of the eight clinics without physicians
are under health department sponsorship.

It has been the Migrant Health Program strategy that investment
of grant funds in local public health departments would extend
traditional services to migrants. The visits to projects sponsored
by state and local public health departments suggest that frequently
the grant funds support the on-going activities of the department
without significantly increasing services to migrants. Of the ten
projects paying for sanitarians (all with health department sponsor-
ship), nine appear to be using them for substantial non-migrant work.
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Other projects use migrant funds to support basic health depart-
ment services. One sixweek migrant project was staffed'with a
year-round health educator. In one project with no migrant-funded
sanitarians, the project paid for $12,000 worth of radio equipment
for sanitarians. Another project simply paid the salaries of in-
digunous aides to staff the on-going health department clinics.
Of thirteen projects of varying sponsorship which provided services
Only during six-weeks to six-month migrant seasons, six had one or
more staff people paid year-round. The six projects accounted for
fifteen year-round staff positions.

Ambulatory diagnosis and treatment

Primary medical care varies in the three empirical models
from none (the preventive-emphasis projects) through intermittent
to continuous ambulatory care in a single setting. Only five of
the twenty-three projects offer continuous services. Tho five
all have salaried staff physicians who are, with one exception,
working in n group practice setting. Four of the five projects
are sponsorcd by consumer-based organizations and the fifth by a
local health department.

Ihe five projects which offer continuous care are the only ones of
Abe twenty-three visited which have actually increased tho,supply
of physicians available to serve migrants. All five projects hav0
attracted physicians from outside the area. The intermittent caro
projects usually rely on local private physicians who volunteer
(for pay) to work in the migrant clinics. Such arrangements do not
increase the aggregate number of physicians, but only the hours
they work.

3. Specialty referral

Fifteen of the twenty-three projects visited had a fund to pay
fee-for-service costs of specialty referral. This included projects
which had no other medical resource and used the fee-for-service
referral to buy routine care. Such referral funds were frequently
inacessible and quickly exhausted. Other projects limited the
referral funds to acute illness or to certain ages and sexes. One
project even limited the, referral to residents of certain labor
camps while excluding migrants living in other camps nearby.

The fee-for-service funds in the primary-emphasis projects were often
misused. Either they were quickly exhausted or they were misered for
the most acute and desperate patients. In neither case could they be
used effectively to purchase specialty care since there was no
primary care.

In the' intermittent care model, the referral fund was used for
.specialty care but also for routine diagnosis and treatment which
was not possible in the clinic. If the clinic was not to be
opened again for a week, the physician would refer out acute ill-
ness so that the diagnosis could be completed and treatment begun
before the folldwing week.
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The four consumer- based,' ambulatory care projects had small
specialty referral funds which wore used efficiently for
specialty etre after primary encounters with the staff physicians.

4. H3Fpitalization

Ho!pitslization of migrants, because of its costs, was a problem
in all vrojtcts visited. To control costs, Migrant Health policy
las bees, to force grantees to use other resources for hospitalization.
Cf the :1 ..mojects visited, five had token grant funds for hospitali-
sation. 02 these, two used small amounts of money to match or
teneratv funds from other sources.

Seven projects used a variety of ingenious but awkward schemes to
tet thetr patients into hospitals. These included three projects
which rofersed patients to medical school teaching hospitals fifty
piles from the clinic site. New Jersey and Michigan projects used
state programs to pay migrant.hospitalization. Two projects, one
sponsored b) a hospital, used local indigent funds to pay hospital
costs. Fifteen projects had no particular hospitalization scheme
although tone attempted to use local indigent hospitals on Title XIX.

Except for south Texas, where the supply of hospital beds is in-
adequate, the migrant hospital problem is largely one of financing.
One Michlgat. project, using a combination of projpct advocacy and
state financing,has resolved the problem. The other projects have
used a variety, of ineffective or inconvenient make-shift approaches
with spotty success.

National hospital programs for indigents fail to serve migrants.
Hill-Burton facilities at two project' sites refused migrant patients
and forced them to travel forty -five miles to urban teaching hospi-
tals. Medicaid was an available hospitalization resource for a
limited number of migrants due to strict interpretation of require.
ments of "intent to reside." In California, unemployed home -based
migrants and seasonals can sometimes qualify for welfare if they
have dependent children, In the other states, Medicaid is simply
not available to migrants. In no state is it available to a'working
migrant.

S. '222rational Characteristics

The three empirically-derived models all exhibit some
deficiencies in performance.

a. Adequacy of Scale

Of the 23 projects visited, only one was clearly excessive
in scale. The others were all inadequate to some extent.. There
was no correlation of scale and sponsorship or setting except that
the downstream projects appeared to be more grossly deficient in
scale than other sites. The limited scale of most projects not only
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resulted in unmet needs, but also an inability to deliver the scope
of services necessary to achieve minimum standards of comprehensive-
ness. Only the largest grants, over $200,000, were able to provide
basic lab and x-ray services. The small-scale projects, without
exception, failed to realize economies (use of third-party payments,
use of paraprofessionals, quality and utilization control) because
they could not release the staff necessary to plan and implement
such systems.

b. Accessibility and Acceptability

Project accessibility directly correlated with the scope of
service and tha size of grant. The preventive-emphasis projects
tend to be inaccessible because they are fragmented by location, by
category of service and by time. Projects seldom had adequate
patient support (transportation, translation, etc.) and had no for-
mal consume's' participation.

Intermittent care projects have increased accessibility because they
are usually located in labor camps or public buildings in migrant
areas. The accessibility they gain by location, they lose by the
intermitten: nature of their services. One such project, excellent
in terms of service and organization, disappeared so completely
that even project aides could not explain how to contact the project
between weekly clinic sessions. Such intermittent clinics are of
limited value as points of access into the larger health system.
Acute conditions are particularly unserved by the intermittent care
model.

The five comprehensive ambulatory models offered much greater
access than the other projects. Although services were less
decentralized than in the intermittent care model, the comprehen-
sive projects compensate by having improved patient support,
convenient hours and continuous service.

Consumer participation in intermittent care projects ranges from
none to advisory groups which meet occasionally with vague responsi-
bilities. Of the 13 intermittent care projects, five claimed
organized consumer participation. Of the five comprehensive ambula-
tory projects, four have active consumer participation at a policy
level. The fifth, sponsored by a local health department, had no
organized consumer participation at the time of the site visit.

c. Efficiency

Continuity of care only exists in the comprehensive ambula-
tory model. The smaller projects are fragmented and usually too
small to have adequate records. Continuity of service among projects,
along the migrant "stream," is not effectively present in any model.
Quality monitoring and utilization control are limited in all but the
comprehensive ambulatory care models.

The single factor which correlates highest with project efficiency
is size. The smaller 'projects are unable and often unwilling to,

88-029 0 - 84 8
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sdd frills 1.tch as systems for billing third-party payment sources.
Vealth lepa.tment policy often precludes billing third parties al-
.11ough they may have provided services reimbursable by workmen's
..omponsitiot insurance, Puerto RiCan Contract Workers insurance,
::ennzdy (UrCon) Medical Plan or private health insurance. Health
,:epartmInts are often ineligible to be vendors for Medicaid and
iledicar).

health sanp wer utilization is a potential source of economies, yet
1.one of the 23 projects visited are successfully using non-physicians
:.n expanded roles. Models of manpower innovation were observed in
ther ptogr.ms (Salud clinit, Colorado Nurse Practitioner, Rural

?rojIct) which could be used in migrant projects.

(;no project was using aides as clinic supervisors and another was
rising nirse in slightly expanded roles. Many of the health
!epartmtnt ;rojects did not even use paraprofessionals for patient
support (inerpretation, baby-sitting, transportation). In general,
health iepa-tment sponsors were least open to developing para.
professiona.s while the consumer projects were dedicated to innova-
n.:ion in man,lower utilization.

Analysis of budgets of sixteen of the projects visited showed that
ten health departments devoted 331 of their migrant grants to
direct patient service while six other sponsors allocated 51% of
their budgets to such services. This largely reflects the commit-
ment of health departments to indirect (i.e., non-clinical) services
but also suggests that health departments are inappropriate sponsors
for a program offering direct primary. care.

Summary

Pield observation suggests that size and sponlorship are critical
variables in determining project effectiveness. Only the largest
projects (exceeding $200,000 annually) demonstrate a capacity to
attract new physician manpower, generate third-party reimbursements,
make innovative use of paraprofessional personnel , involve consumers
and offer comprehensive health care. In general, the projects with
these desirable characteristics were sponsored by organizations
which included migrant consumers in a policy role. Direct service
projects sponsored by state and local health departments seldom
are as large as the consumer-based grants and rarely have any of
these characteristics of project effectiveness. The one large
health department project visited ($423,000) had most of the
characteristics of the large consumer grants except for consumer.
involvement. The other health department projects showed occasional
use of staff in non-migrant activities.
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C. Administration

Any modifiCation of migrant health policy or program
strategy will require administrative action at the headquarters,
regional or state level. The site visits to the three adminis-'
tratiye levels point out a limited capacity for program change,
At the headquarters level _the program is severely understaffed
bureaucratically submerged and unable to exert program leadership.
Until the general HEW decentralization of 1970, the program had
been administered from headquarters with Regional Migrant Represen-
tatives merely providing liaison. With the decentralization, the
Regions were given all program development, project review and
administration. Headquarters retained lesponsibility for policy
development, fund allocation among Regions, data collection
evaluation, training and monitoring Regional program effectiveness..

The reorganization assumed both central policy and adequate Regional,
staffing, neither of which exists. For eight years the program
could function without policy regulations because it was small and
centrally administered. Tho program had been attempting to prepare
guidelines since 1967, but had been unable, to exert the sustained
leadership necessary to establish policy. The branch also suffered
from recurring reorganization and threat of reorganization which
stifled progress.

Decentralization of authority to the Regions forced the headquarters
staff into the. unfamiliar policy role, if only to control project
decisions by establishing program parameters. When guidelines are
issued, the implexentation and compliance responsibility will rest
with the HEW Regional Offices, Visits' to five Regional Offices
found them inadequately staffed in terms of numbers and skills.
Regional staff also, because they are closer to the Oojects than
headquarters, tend to reflect the attitudes and problems of the
local projects. For lack of clear guidance, staff in the five
Regional Offices visited had very different policies and priorities.
No two were alike except that two were generally not sympathetic
to the draft regulations which had been circulated.

The state health agencies visited proved to be even more inflexible
and resistant to change. They are institutionally married to local
health departments so that only such agencies receive their.project
development and consultation services. The consultation capacity
of the states is limited to traditional public health disciplines
-(environmental sanitation, health education, nutrition, etc,) and
neglect the current.programrpriorities (health care delivery and
consumer participation).

The states are not currently capable of providing consultation in
.priority project activites. They are committed to one type of
project sponsor and to low priority program activities. The states
are antagonistic to the new guidelines.

In summary, the leadership for program improvement must come from
leadquw;terr in the form of new guidelines and a coherent program
jolicy. In addition, headquarters must develop a system to moni-
tor and enfirce its policy on the Regions and to provide the
legions wit] the technical support and field staff they currently
reed. !Aga( programs should be terminated except as they develop.
capabil%tiel consistent with program policy and priorities.
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VI. RECO/IMENDATIONS

The following recommendations summarize thin findings from the .

field visits, data analysis and modeling of alternative migrant
health delivery systems. Only two of the 26 recommendations re-
quire additional appropriations. Within the existing level of
appropriation ($15 million annually) it is possible to improve

ithe effectiveness of the program by increasing primary.care, con-
centrating resources and generating third-party payments, particti
larly from Title XIX.

A. Program Recommendations .

The progress of agricultural mechanization will'.iontinue to reduce
the need for farm labor over the next five years but will not elim-
inate it entirely. The 2.1/2 million farm workers, including
196,000 migrants, are likely to continue to work in agriculture and
to live'in medically-Vhderserved areas. Because of their occupation,
mobility and seasonal employment; these farm workers have tradition-
ally been the last group to benefit from broad programs of social
service and assistance. For example, farm workers continue to have
limited Social Security coverage and, with few exceptions, do not
benefit from Medicaid. ,

'Appropriations

As the appropriations history shows, .the program has never' had
more than $14 to spend on each migrant and currently has $3.01 to
spend do each migrant, seasonal worker anddependent.- This expendi,
ture compares with the $294 which the Indian Health Service spends
annually to deliver comprehensive health service to each Indian.

AP annual increase of $10 million will eneble the program to add
lS.new comprehensive projects annually and to provide comprehensive
services. to all migrants in, concentrations of 4,000 or more by
fiscal 1975,

To continue to provide minimum health services to migrants, it is
recommended thatl

. THE MIGRANT HEALTH PROGRAM APPROPRIATION BE INCREASED
AT THE RATE OF $10 MILLION ANNUALLY FOR EACH OF THE
NEXT FIVE YEARS. .

.

. THE MIGRANT HEALTH PROGRAM BE ADMINISTRATIVELY
CONTINUED AS A NATIONAL CATEGORICAL PROGRAM.

B. Recommended Program Strategy

The cost of adequate comprehensive health care for the estimated
S million seasonal and migrant farm workers and their dependents
would total $1.5 million which is 100 times the current appropria-
tion. The recommended strategy assumes that there is no possibility
6f.adequate appropriatiops and, consequently, program resources
must be invested in a limited number of settings of greatest need.
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stratog' which emerges from the analysis of afternative models
of migrant health care delivery is ono which places the greatest
"aphasia on the creation of a health delivery system in those loca-
.qons watch have the most migrants for the longest period of time:
:4me-base settings. In addition, smaller amounts of money should

used to ,'reate access to existing health care for migrants in
1.pstreat se:tings.

the pur)ose of the concentration of resources is to create health
!stems of .uch scale that they can pr6vide comprehensive ambula-
t;ozy care a 4 can act as catalysts to generate other resources.

field o'servations pointed out that only the larger projects
remonstrate'. efficient manpower utilization, success in attracting
*lysief ins

'
consumer participation and third-party reimbursements.

.ho Smaller projects were frequently inefficient, ineffective, and
irovidol fr,gmented or inadequate services. by concentrating
vesourcos into fewer, more comprehensive projects, the strategy

the federal administrative burden by redUcing the total
number of grantee units and increasing the project management
tapabiLlty. The concentration of resources ialso an attempt to
tchieve critical mass scale in selected impact areas both to
fromoutside resources and to create systems which can benefit
from any nev legislation which finances, organizes or staffs
indigent health care. All the health legislation currentli, proposed
requires some existing health infrastructure at the local level.
The program strategy is designed to create that structure in the
'settings of highest migrant impact so that migrants can be assured
the benefits of new legislation.

The consequences of this recommended strategy are that existing
projects which do not conform, in terms of setting or model, will
have to be terminated and the grant funds transferred to conforming
settings and projects. As new appropriations become available,
they will also be invested in the impact settings.

.Migrant Settings

Migrant and seasonal farm workers can be found in 900 counties
in 46 states. In 59 of these counties, migrants and dependents
total 4,000 or more at some time during the year. Apother 200
counties have 1,000 or more migrants. Within the current appropria-
tion and administrative capacity of the program, it Ls necessary
to concentrate retpurces in those 59 settings of greatest migrant
impact. Of the sp migrant impact settings, 42 have long duration

,migrant presence. Of these 42 long-duration settings:

. 21 are home-base

. 21 are mixed
. 37 have inadequate existing health systems
. 19 are rural

Short duration settings include the 17 upstream sites and the 21
mixed sites which share the characteristics of both home-base and
upstream settings. Project scale will vary since the number of
migrants at the impact settings ranges from 4,000 to 56,000. The
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39 migrant impact settings will require 9S permanent projects and
32 seasonal projects in upstream settings. The total estimated
cost of this strategy is $45.6 million. Of this total, $31.6
million will be invested in home -base settings and $14.0 in up-
stream settings. The total cost is three times the current level
of appropriation. if the appropriation increases, as recommended,
at an annual rate of $10 million, the recommended strategy can be
carried out by the end of 1975.

program Models

The reCommended program strategy reqUires two basic models
for migrant impact settings. For home-base and the long-duration
portion of mixed settings, the recommended project form is the
comprehensive ambulatory model which is a system creation model.
For short-duration settings, upstream and the short-duration
portion of mixed settings, the appropriate model is one which
concentrates on creating access into the existing health system.

The purpose of both models is to deliver minimum adequate compre-
hensive primary care in a manner appropriate to the setting.
This requires that each project have a capacity to

a) deliver primary ambulatory health care

b) provide patient support including transportation,
translation'and other support as necessary

c) guarantee hospital access for emergencies,
obstetrics, and other in-patient services

d) provide specialty referral and necessary follow-
up services to guarantee continuity of care

e) generate third-party payment and reimbursements
from Medicaid, Medicare, Workmen's Compensation
and other insurance sources

f) provide for consumer participation

g) link clients into other social services (e.g.,
Food Stamps, legal services, migrant education, etc.)

h) utilize health paraprofessionals in training and
career development roles.

Components guaranteeing access to dental services, mental health
and rehabilitation should not be required as a condition of funding,
but are strongly recommended.

1 Final Report, p. 157.
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Invqicttions of the Strategy

Thit colcentration of resources in migrant impact settings and
the devoloptent of minimum standards of comprehensiveness will re-
tuire termination of non-conforming grants. Currently, 431 of
the total alpropriation ($6.4 million) is invested in areas that
tre not among the S9 impact settings. Those 105 projects will
lave to bo teviewed. Except for those in medium-impact upstream
totting (1,000 - 4,000 migrants for 4 to 8 months) the projects
should e phased out and the funds transferied to high-impact
totting). Small grants, those under $60,000 per year, will have
to be t)rmitated or expanded to meet minimum standards of scale
ind com)rehfnsiveness. Currently, $9% ofthe projects are smaller
than $61,001.

lnappro)riate project models exist in both impact settings and
ton-imp.ict vettings. Of the existing models, all preventive-
tmphasil projects should be phased out immediately. Preventive-
emphasis projects located in impact settings should convert to
sore appropriate models or be phased out. Intermittent care
ojectA .sluuld be examined and indirect service components (health
tducatian, environmental sanitation, nutrition and detached public
health nursing) should be terminated. If the project is located in
an impact setting, it should be expanded and modified as necessary.
Comprehenshe ambulatory projects should be reviewed to determine
if thoy require additional funds or components to meet the scale
demands of their setting.

In summary, all projects will have to be reviewed to ensure that
they are located in an impact setting, are using a program model
which is appropriate to the setting and are meeting minimum
standards of comprehensiveness. Projects which do not meet these,
criteria will have to be terminated.

Administration of the Recommended Strategy

The recommended strategy will require several major modifica
tions in the administration of the migrant health program. Those
modifications include publication of policy regulations, planning
to implement the regulations, headquarters leadership and a vastly
reduced role for state agencies.

It is imperative that policy guidelines be published promptly.
Decentralization of project authority to the Regions forced
headquarters to issue policy as guidance and to enforce compliance
with legislative intent, law and agency policy. As demonstrated
by the past year, the program is going to remain inert until
guidelines are published. The immediate publication of program
guidelines is a necessary precondition of any program improvement.

The branch will have to set priorities among unserved and under-
served migrant impact settings and concentrate project development
activities in those areas. Nanning grants, supported by consulta-
tion and technical assistance, will be necessary to enable potential
migrant grantees to organize consumer participation and develop..
a grant application.
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The need for program leadership will be most evident in the rela-
tions between headquarters and the regions, The regions, because
they have been administering projects for a year without formal
policy guidarce, can be expeted to resist any change which is cen-
trally initic.te:l. The guidelines are likely to be a source of
conflict oven before any implementation plan is developed. Imple-
mentation plans, unless they contain incentives for regional
effort and compliance, are likely to be ignored.

Twenty-ono state health agencies aro currently receiving project
grants to act as intermediaries with local rpojects or to provide
supporting services to local projects. Tho state grantees are
predominantly committed to supporting ;ow priority components,
local hcala department sponsors and otsolcto project models.
State consultation skills are concentrated in environmental sanita-
tion, public health nursing and health education with virtually no
consultatior capability in health care organization and delivery.

All state grants should be reviewed. Those which play intermediary
administrative roles should be terminated. State consultation
should only be supported insofar as it is supporting projects in
priority activities such as organization of care, consumer participa-
tion, New Careers development and project grant administration. The
states can to valuable sources of technical assistance and potentially
of resources if they arc willing to support the new program strategy.
If not, the state grants should be torminate4.

To carry out the program strategy, it is recommended that:

. THE MIGRANT HEALTH PROGRAM BE USED TO INVEST IN THE
ORGANIZATION OF COMPREHENSIVE RURAL HEALTH DELIVERY
SYSTEMS TO SERVE MIGRANTS AND TO ATTRACT RESOURCES
TO SERVE THE RURAL POOR.

. THE LEVEL OF FUNDING OF MIGRANT HEALTH PROJECTS BE
ADEQUATE TO SERVE THE NEEDS AND ACHIEVE COMPREHEN-
SIVENESS. SMALL PROJECT GRANTS SHOULD BE DISCONTINUED.

. DECISIONS TO FUND PROJECTS SHOULD BE BASED ON A
DEMONSTRATION OF NEED.

. PROGRAM EMPHASIS SHOULD BE EXCLUSIVELY ON THOSE PRO-
JECTS WHICH OFFER MINIMUM' ADEQUATE COMPREHENSIVE
PRIMARY CARE APPROPRIATE TO THE SE/TING.

. PROJECT SPONSORS SHOULD BE SELECTED ON THEIR CAPACITY
TO PROVIDE COMPREHENSIVE PRIMARY CARE, NECESSARY
HOSPITAL AND SPECIALIST ACCESS AND CONSUMER PARTICIPATION.

PROGRAM GUIDELINES FOR MIGRANT HEALTH PROJECTS MUST BE
ISSUED IM'1EDIATELY.
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. ONLf PROJECTS WHICH INCLUDE CONSUMER INVOLVEMENT SHOULD
BE lUPPORTED. MINIMUM STANDARDS FOR CONSUMER PARIICIPA-
T101 MUST BE INCLUDED IN THE NEW MIGRANT HEALTH GUIDELINES.

MICIANT HEALTH PROJECTS MUST BE ORGANIZED TO MAXIMIZE
INCiME FROM OTHER SOURCES.

. PLAINING AND PROJECT DEVELOPMENT GRANTS OUGHT TO BE MADE
TO NnENTIAL PROJECT SPONSORS IN PRIORITY MIGRANT SETTINGS.

. ADEILIATE TECHNICAL ASSISTANCE MUST BE PROVIDED TO MIGRANT
HEA.TH GRANTEES.

. THE ROLE OF THE STATE HEALTH AGENCIES SHOULD BE DRASTICALLY
MOD(FIED TO CONFORM TO THE .NEW POLICIES OF COMPREHENSIVENESS
AND CONSUMER INVOLVEMENT.

Administrative Recommendations

In addition to the administrative consequences of the .recommended
wogram strategy, several other administrative modifications should
6 made whi :h will improve program operation:

THE DEFINITION OF MIGRANT, FOR THE PURPOSES OF DETERMINING
SERVICE ELIGIBILITY, SHOULD BE INCLUSIVE OF MIGRANTS (BOTH
IN-AIGRANTS AND OUT-MIGRANTS), RECENT FORMER MIGRANTS,
SEASONAL AGRICULTURAL WORKERS AND THEIR FAMILIES.

The program has never been clear about eligibility for services.
The 1970 amendments clarify service eligibility. by broadening the
definition to include seasonal farm workers. The new eligibility
criteria must be clearly defined in the new guidelines.

Currently, projects use a variety of eligibility definitions which
sometimes even change during the program year or vary by different
-program components. Other projects invest grant funds in expen-
sive procedures to establish program eligibility. Control of
utilization should be in the selection of appropriate settings
rather than in strict enforcement of invidious distinctions among
types of indigents.

. PROJECT FUNDINGS SHOULD BE FOR THREE YEAR PERIODS, WITH
ANNUAL REVIEWS, REPORTS, PLANS AND BUDGETS, BUT WITHOUT
THE ANNUAL PROCESS OF APPLICATION REVIEW.

The strategy of concentrating program resources in the creation and
organization of health delivery systems requires more security than
that offered by the annual project grant process. A comprehensive
project grant must be a commitment to at least three years project
operation.
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. 1.0CA1. SHARE REQUIREMENTS SHOULD BE MODIFIED.

Tie Nigttnt Fealth Act allows for paying "part of the cost" of
projects. Tits has been implemented as a requirement for local
matching funq's which has nevor been defined, audited or enforced.
Tie current :creel share requirements-fall to generate resources--
aid only sere to make participation difficult for organizations
ccmpOsed ef :ow income consumers. 'Cho requirements must be mod1-
1;edtcl,Allarcredit.for-volunteer.sorvices,from non-profossionals7----
s:cct Ant ecpmont. There should be no minimum Matching formula
witch woad fliminate participation of consumer groups.

. IOSP TAL ACCESS SHOULD BE REQUIRED OF ALL PROJECTS
AND 1:0SPITALIZATION SHOULD BE AN ALLOWABLE PROJECT

Hspitaltzat.on is a necessary component of comprehensive health
cure and a tr.sic stated need of migrant consumers. Access to
hospitalitat,en for acute conditions and maternity must be
required of 1vory project as a condition of funding. Migrant
V.:COSS t) hospitalization should bo incorporated into 4 written
agreement wh',ch assures patient accesx, patient support, staff
priviledges .!or project.physicians, participation in utilization
review and aAsurance that migrant patients will receive, the same
services as other patients.

Migrant funds should be used for hospitalization, but only as a
last dollar resource. '

D. Recommended Program Coordination

Project site visits demonstrated that the current Migrant Health
Program is inetfeCtive in diVerting Other health programs into
serving migrants. Health department sponsors seldom redirected

'.their existing ategorical programs but often used Ott of their
migrant grants for non-migrant purposes. The recommended program
strategy (investmentin a few large grants) is designed to maximize
the capacity to generate outside resources and to create health
delivery systems that will enable migrants to benefit froin any
of the alternative national health proposals.

Most of the potential "other resources" which exist are programs
of DHEW. These can, through departmeatal and HSMHA leadership,
be coordinated in support of the migrant health program. For
example, Family Planning, Community Mental Health and Maternal and

: Child Health grants could be made to migrant grantees. This
would both expand the scale of the migrant project and integrate
preventive care into a comprehensive ambulatory care system.



121

Tho project visits also showed that migrants are generally neglected
by }ISM& planning programs (AMP, CLIP and HMO) either as participants
insplanning or as beneficiaries. DHE hospital facilities and Medi-
caid programs fail to serve migrants. Migrants, although they are

'medically indigent, must go forty miles or more to hospitals that
will accept them -- although facilities constructed with Hill-Button
assistance are often closer.. Migrants bocauso they fail to show
"intent to teside and are not categorically eligible for welfare

-(as-agedi-blindi. disabled ordependent-Child)-soldom receive Medi,
card benefits. Except for unemployed seasonal workers in California
and hospitalised migrants in New York, Medicaid (Title XIX) is not
an availablt health resource. Formula grant health programs (for
example, aternal and Child Health) seldom servo migrants even if
the MCH'funds go'to the same local health department which sponsors
'tho migrant health project. Even proposed national programs are
unlikely to benefit seasonal and migrant workers because the casual
nature of agricultural employment makes income documentation diffi-
cult and because seasonal workers are ineligible for FHIP.

DHEW can assist migrant projects by expanding the Emergency Health
Personnel Act and allowing migrant projects to contract with PHS
for physician services when adequate medical manpower is not
otherwise available. MEW can also' ntegrate health services for
the Migrant Education Program of the Office of Education by
requiring the OE projects to spend 15% of their budgets for health
services and to purchase such services from migrant health projects
whenever that() is one in the area. This recommendation could
prodt.e2 a much as $7.5 milltrul in'health services to migrant
children.

The project, evaluations demonstrate that major improvements can be
made in the program simply through focusing existing federal health
resources on the problems of migrants by investing other resources
through the now delivery system recommended for migrants. Such an
approach requires coordination of several divisions of fiSMHA and
leadership to ensure cooperation. It is important becuase it
expands resources available to migrants, allows, several programs
to share administrative costs and provides program access to pre-
viously unserved areas. To implement this approach, it is
recommended that:

DHEW MUST TAKE LEADERSHIP AND REQUIRE ITS CATEGORICAL
HEALTH PROJECTS. TO PROVIDE SERVICES TO MIGRANTS THROUGH
THE COMPREHENSIVE DELIVERY SYSTEMS ORGANIZED WITH MHP
GRANTS.

.

. DHEW MUST REQUIRE ITS HEALTH PLANNING AND DEMONSTRATION
PROGRAMS TO INVOLVE MIGRANTS AND SERVICE MIGRANTS WHERE
APPROPRIATE.

. DHEW MUST REQUIRE THAT SERVICE TO MIGRANTS BE A CONDITION
OF APPROVAL OF STATE PLANS FOR.HILL-BURTON FACILITIES,

' .-TITLE XIX AND STATE Pr.AN FORMULA GRANT PROGRAMS:
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. DHEI,' MUST ASSURE COVERAGE o SEASONALLY EMPLOYED
MIGIANTS AMONG THE INDIGENTS LIAGIBLE FOR THE .

PROIOSED FAMILY HEALTH INSURANCE PLio.

. DH. SHOULD IMMEDIATELY SEEK ADEQUATE APPROHNIATioN
FDA THL EnbRUSCY UGALTII PERSONNEL. ACT OF MO.

. DIMV SHOULD COORDINATE HEALTH SERVICES AVAILABLE
THAC UGH THE MIGRANT EDUCATION PROGRAM AND THE
MIG1ANT litALTH PROGRAM.

. AMTIONAL RESEARCH MUST DE CARRIED OUT ON THE
OF:lulb UF AGRICULTURAL. PESTICIDES, HERBICIDES
AND OCCUPATIONAL INJURIES.

MIGFANT HEALTH PROJECTS SHOULD BE LINKED TO AND
SUPIORTIVE OF OTHER PROGRAMS SERVING MIGRANTS.
INCI'JDING PARTICULARLY FOOD STAMPS AND LEGAL
SERI ICES.

B. Supulary,)f Recommendation'

The recommendations arising from the study of the Migrant Health
Program are listed below. Recommendations which entail new or
increased appropriation are shown under "costs." The action
required shows the primary "actor" and the basic action necessary
to carry out the recommendation. "Strategy recommendations" are
those which are necessary to carry out the recommended strategy
of concentrating program resources in fewer but larger'grants
in areas of greatest need using comprehensive program models
and appropriate sponsors.
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SUARY OF RECOMNDATZONS

'I s Waquittn sTRA-Tttr

1) increase appropriation

2) maintain program as
categorical

3) continuo MR Program

4) invest in system
organization

$10 million

.
,

none

none

none

cong,

none

none

MHP

appro-
priation

none

none

grant +
TA policy

no

yes

yes

*

yes

S) larger grants none MHP ft yes

6) fund greatest need none MHP 11 yes

7) fund corehensive
projects

none MHP yes

8) issue gaidelines none moot -- yes

9) definition of migrant none MHP grant
policy

yes

10) consumer participation none MHP " yes

11) sponsor criteria. none MHP " yes

12) modify state role none MHP. yes

13) provide technical
assistance

none MHP o vs

14) maximize 3rd party would gen- MHP grailt + yes
reimbursement orate $ TA policy

IS) 3-year funding none MHP o no

16) planning grants none MHP , yes

17) modify local match none tong. amend act no

18) hospitalization . none MHP grant
policy

yes

19) DREW categorical none .HSMHA coordin- no

programs
. ation

20) CRP, AMP, HMO etc. none .1 " no

.21) Hill-Burton, Medi- none .,I 11 no

caid

22) migrants in PHU, none
". " no

23) emergency health
personnel .

yes tong. appro.
priation

yes/no

24) migrant education would en-
orate, S

DREW coordin-
ation

no

2S) research none NSW " no

26) uther program linkage none MHP grant
policy

'no
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Question

PlesseEentify the overhead cost for each of the 103 projects in

tents of dollars and the ratio of administrative personnel to clinical

personne..

Graoteea are not required to submit line item budgets, therefore it is.

not poss.ble to identify from our files administrative personnel and

other overhead costs in contrast to service cost. However, in fiscal

year 197), 24 projects requested reimbursement for indirect costs wider

the DHIU policy which permits grantees to be fully reimbursed for in-

diroct clots at a negotiated rate. The amount allowed for indirect

costs to thee projects was $366,941 out of a total of $4,492,270

awarded to these projects from 1973 funds.

The administrative costs in any project are considered part of the cost

of providing services. If they ere not provided through the grant,

then they are indirectly provided from other funds avei/able to the

grantee agency.
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Mr. Fi.000. Mr. Robinson.

NATIONAL. HEALTH INSURANCE

Mr. ROBINSON. With regard to the neighborhood health centers
and your remarks with reference to the extent of collections.at the
present time being 13 percent estimated to go to 20 percent, and you
hope to be able to improve it beyond that point, what would be the
-effect of :national health. insurance with regard to that collection rate,
based on your appraisal, or have you made such appraisal?

Mr. BuzzEm,. It would go up substantially. It would probably
permit the neighborhood health centers to become self-sufficient, but
it would take some time from the passage of the act until such the
as that occurred.

I think we are a number of years away from being able to say the
centers are self-sufficient.

The answer to your question is that it would put it in the 70 to 80
to 90 percent range almost immediately.

INCREASED EFFECTIVENESS Of' OPERATIONS

Mr. ROBINSON. Based on your justification, page 251.you estimate
that because of increased effectiveness of operations in the center
and collections of third-party funds, a 10-percent increase in the
number of patients is projected for 1975.

How does the effectiveness of operation and collection affect the
number of patients that you will be able to serve? Does this mean an
increase in the staffing of the centers?

Mr. BUZZELL. Yes.
I want to make sure I am clear on this point for the record. The

centers will utilize the additional funds collected. We may not in
every instance put the money back into the same center, but it will
stay in this category of health centers.

To the extent that the health centers collect more money, they will
have more staff to provide more services.

Furthermore, as an incentive, we are going to encourage and will
direct our efforts to providing that money back into the same center,
assuming there is a need for increased services there. It is a very
positive initiative.

FAMILY IIEALTII CENTvBs,

Mr. ROBINSON. You mentioned in your discussion with the chair-
man that there are a number of fainily health centers that will in all
probability convert to HMOs. Do you have any sort of listing, or is
this just a ball park estimate?

Mr. BUZZELL. We estimate that two to three, a limited number, this
next fiscal year will be involved in the HMO business.

Let me see if I can clarify the point, if I may.
Up family health center, just like a group medical practice in the

private sector, may well be in an I-IMO-type buSinesa for -only'
percentage of its activities. In other words, a percentage of the
patients seen may be on a capitation or prepaid health coverage basis,
and many of our group medical practices at the present time are
involved in an HMO-like activity on that basis.
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That is exactly what is happening in terms of some of our health
networks and family health center projects. They continue to see
patients who do not have a capitation type of coverage.

A good example would be a medicaid population. Ten percent of the
patients seen by the family health center could well be entitled to medi-
caid. That center, we think, should be entitled to contract with the
State medicaid agency for the coverage of those individuals.

That would be one goPsi example of how, you could get into this
phinOinenon of a family health center being in the HMO-type business.

I think I may have created some confusion by leaving the impres- .
sion that the HMO program we are running will fund family health
centers. What will fund family health centers are the 314(e) grants
we make plus third-party insurance mechanisms like medicare and
medicaid. They will b© getting funds from a number of sources.

Mr. ROBINSON. Do you have any way to identify those that might
be so handled at the moment and, as I indicated earlier, any estimate of
the number involved?

Mr. fluzztm. To the first part of your question in terms of identify-
ing those, they will be, under the auspices of the HMO program, con-
ducting a number of studies. I would want to do that with our other
providersour neighborhood health centers, family planning centers,
family health centers, our health networksin order to ascertain
the degree to which they ought to be getting into that kind of business.

I think I ought to point out, also, that it is quite conceivable that one
of these projectsin fact, we have in Rochester, N.Y., a network called
the Rochester Health Network, which has already gone into the HMO
business. They are doing it in terms of marketing their services not
only to the medicaid population, but also to the private sector.

It is quite conceivable that somebody in the private sector covered
by insurance through an employer would join one of these networks.
We foster that development.

Mr. Rosixsox. But you do not have an estimate as to the number
of these centers that might be involved in the next fiscal year?

Mr. BUZZEIL The best estimate we have, which is not that firm,
is somewhere on the order of 10 to 16.

We are very much interested in working closely with the centers in
order to identify all mechanisms available for reimbursement, (1)
in anticipation of comprehensive health insurance, and (2) because
the universal need is far greater than the amount of grant money
we have.

An excellent way to supplement their total operating budget is to
use the third party mechanismsprivate insurance or otherwise. It
is working quite well.

One more thing. The 20 percent is the upper limit. That is why
I am a little bit more confident on the potential in terms of family
planning.

Mr. Rosixsox, From 13 to 20?
Mr.. Timm. From 13 to 20 percent in the neighborhood health

center area.
As Dr. Shultz indicated, he hopes the family planning centers will

be at the same level. It represents a major effort. These health services
programs approximate $800 million. If 10 percent or more of their
operating costs can be recovered, we have in effect an $80 million to
$90 million increase in the budget.
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Mr. ROBINSON. I certainly extend my best. wishes in that regard.
Mr. 13trzzELL. One of the problems is taking it from one pocket and

putting it in another. That is not always the case. When we improve
reimbursements through medicaid and medicare programs, that money
is also arrived at through tax revenues. Nevertheless, they are entitled
to that coverage.

The States are participating. It is important to continue that effort,
I believe.

MIGRANT HEALTH

Mr. ROBINSON. Wit it regard to migrant health, which is of intercct
to me because of the migrant program in Virginia and the fact that
I come from a community where we have a labor camp housing ap-
proximately 2,000 of these persons, and being familiar with the way
that the health costs are financed in that particular camp through
assessments against the grower-user to pay for Blue Cross-Blue Shield
insurance on the workers in that camp, I wonder about your knowedgr,
of the extent that this assessment against grower users, the develop-
ment of a program whereby you do not have to involve taxpayer funds
in order to take care of these people, is used in other areas as well.

Mr. IhTzzimi,. Let me defer to Dr. Batalden, because I am not certain
that my answer is correct.

Your question is in reference to the fact that the growers in Vir-
ginia are assessed in order to provide Blue Cross-Blue Shield
coverage?

Mr. ROBINSON. They are in thisParticular camp. This is not a Vir-
ginia program. This is strictly local.

Mr. BUZZELL. Who mandated that? The State?
Mr. Roanisom. No, indeed. The association itself. It is strictly

voluntary.
Mr. BUZZELI,. I see. I thought you were indicating somebody had

mandated the grower to provide that coverage.
Mr. Romiisox. No. I am just interested in whether or not you at-

tempt to encourage this voluntary type of program or support the
involvement of the Federal Government, and the States as well, in
terms of requiring that they meet certain standards.

Mr. BUZZELL. I support the notion, No. 1 that they be provided
with coverage, and that the glowers share in that cost and the Federal
Government share in that cost. I believe, whether in Florida, Texas or
Virginia, the medicaid program should be made as readily available to
migrants as to other people.

I also believe that we have to provide a substantial amount of as-
sistance to the growers in terms of patient care and sanitation projects,
and things that need to be done. I think that is a Joint endeavor of the
State, the Federal Goverment, and the growers.

I do not think that the problem is readily addressable by simply
saying to the grower that you need to provide a minimum of housing
for migrants while they are at your place for 2 months of the year at
a similar standard throughout the country. It is not feasible, By the
same token, I think they do need to meet certain standards and that
we have a responsibility to participate with the growers in terms of
financing.

I think those standards ought to have some degree of flexibility
across the country. One of our major problems is the disparity that

32-029 0 - 14 - 9
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exists between the quality of the camps in one section of the country
and that of camps in another section of the country. In our high-
impact areas we have some of our worst problems.

DECREASE IN MIORANT POPULATION

Mr. ROBINSON. Does your program acknowledge the fact that the
imigrant labor stream is drying up, that there are decreases in the

number of those involved as the years go on in terms of our domestic
migrants?

Mr. Buzz ELL. If it do s,-it without. information. The problem, in
my judgment, is that we have not yet determined how many migrants
we have in the country. I do not know that we can ascertain with
certainty whether it is drying up or growing. We do not even agree
on a definition of what a migrant is.

Mr. ROBINSON. If you will use information which is available at
our State employment offices where the migrants are used and through
which they are recruited, you could at least find uut that they are
drying up.

Mr. Buzzr.m. I have served with the Department. of Labor for a
period of time and am aware of the problem with the Department of
Labor's definition of migrant.. In health services we too have some
problems, I think, in using a fixed definition of who is a migrant.

As you know, in the Labor Department they get into local farm-
workers versus migrant. They are potentially all the same. They
need health care. At the present time, in my judgment, they are not
receiving adequate attention.

Mr. ROBINSON. I do not mean to indicate that the problem still does
not exist, and it must be solved. But I do think it must be taken into
consideration that all statistical evidence, to the best of my knowledge,
based on the agricultural user of this type of labor, indicates that
there are fewer and fewer that migrate each year.

Mr. BUZZELL. I guess one of my concerns is that, even so, the number
is so great as contrasted with what we are doing, it is a problem that
will be with us for some time.

Mr. ROBINSON. This is the statement I expected you to make, and
I acknowledge it.

Dr. BATALDEN. That is the point I was going to make. I think the
changing locations of the projects we support reflect that when a
given area no longer attracts a large number of migrant workers,
that project is not continued in the sense that we do not continue
to feed that project with Federal support but, rather, deploy those
funds in other areas that are still underserved.

INPATIENT SERVICES FOR MIORANTS

Mr. ROBINSON. You mentioned that you support six migrant projects
that will enable 50,000 migrants to get inpatient services. I would
like to know where those six projects are And how much they cost.

Mr. BUZZELL. That is correct, we are supporting six projects.
As you know, one of our major problems is providing hospitaliza-

tion care for migrants. The six projects, depending on your percep-
tion, unfortunately are not in Virginia. Two are in Florida.
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The conditions of the health care in Virginia, in migrant coverage,
happens to be better than in these other places. I am not so sure it is
necessarily a desirable thing, in fact, to have this demonstration pro-
gram located in your particular district,.

Mr. ROBINSON. I am glad to hear you say that, because I helped draft
the legislation that is responsible for that condition in Virginia.

Mr. Buzau. I want to acknowledge that, because it is a fact that
that was one criteria.

At the time we launched the program, it was not the migrant sea-
son in Virginia.

I would point out that we are quite enthusiastic about the early
'returns from this program. As you know, this is in effect an inter-

agency working relationship with the Bureau of Health Insurance.
We believe there is some potential to take this demonstration project
and do something a little bigger with it. It is a very, very futile
experience to go back and identify a migrant health center that needs
hospitalization coverage and not have the wherewithal to provide it.

We have that problem in our Indian Health Service, a backlog of
healtliPare needs.

I am sure if we were able we could identify the same kind of
serious health care crisis in the migrant and local farmworker
population.

Mr. ROBINSON. For the record, will you identify the six projects
and the cost of them I

Dr. BATALDEN. We will be happy to provide that for the record.
[Oxides NOIT : The information appears on page 646.]
Mr. ROBINSON. Thank you, Mr. Chairman.

REORGANIZATION

Mr. OBEY. Just a few questions.
First of all, I notice in yesterday's Federal Register publication

of the reorganization of the Health Services Administration.
It is not slow work, your being here 1 day after the reorganization

is published in the Federal Register.
Mr. Buzzra.t.. We have been at that for a year.

MATERNAL AND CHILD HEALTH

Mr. OBEY. I was looking for maternal and child health care, and I
found it seemingly buried. What is it doing there? Isn't that really
a downgrading of the program?

BMr. BtrZZELL. Maternal and child health is located in the Bureau of
Community Health Services, as is the HMO programyou heard me
testify a month ago as to the importance of the HMO programas
is the National Health Service Corps.

Mr. OBEY. Did it not used to be separate?
Mr. BILIZZELL. When I arrived and became the administrator of

so-called HSMHA nearly a year ago, maternal and child health along
with roughly 35 other major areas of responsibility reported directly
to the administrator, for all intents and purposes. It was one of many
categorical programsby the way, including NIOSH.
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I think that there was a misunderstanding that, by having alined
the organization in a categorical arrangement along with 35 other
programs, access to the administrator and then to the Assistant Sec-
retary for Health was at a higher level and thus one was able to do
more for a constituency.

The fact of the matter is that this is incorrect.
Mr. OBEY. I think you aro probably correct. I wanted you to state it

for the record, because I have had some questions on it.
iThere was a lot of hell raised, for instance, because the fir*, draft'

of the committee reorganization proposed abolishing the Merchant
Marine and Fisheries Committee. As a matter of fact, my guess is that
if those groups had a broader constituency within a larger committee,
they might in fact do better legislatively in the long kun.

Mr. BUZZELL. I would like to make one more point, if I may, with
your permission.

That is, we did not necessarily do a disservice to our people by this
reorganization. We were asking our people to be financial managers,
clinicians or people capable of monitoring clinical services. The way
we were structured, a particular program in maternal and child health
had to have the full spectrum of experts or technicians across all lines.
They had to have physicians to insure quality care,

Mr. OBEY. Last year Congress restored 58 positions for maternal
and child health care that the President's budget suggested be deleted.
Were those positions filled in 1074 or not I

Mr. BUZZELL. Those positions were never vacated in 1971. To make
sure that I am not facetious, those p itions are scheduled for termina-
tion in June of this year. To clarify the record, they were not vacated
last year.

MATERNAL AND CHILD HEALTH FORMULA GRANTS

Mr. OBEY. How much are you requesting for formula grants to
States for maternal and child health care services I

Mr. BUZZELL. $243,951,000. In fact, we are requesting that all the
service money be on a formula grant basis.

Mr. OBEY. Correct me if I am wrong on this. Could it not be said
that you are in effect taking about $18 million away from formula
grant funds in section 503, I believe it is, that would have gone to
States like Iowa, Kentucky, Wisconsin, New Jersey, and Virginia,
and switching it to section 5161

Mr. BUZZELL. Let me answer the question, and correct me if I am
wrong, Paul.

Dr. BATALDEN. Mr. Obey is correct.
Mr. BUZZELL. The answer is "Yes." I would like an opportunity this

a fternoon
Mr. OBEY. It will be switched, I understand, to project grants to

States with more urban population and major maternal and child
health care commitments.

Mr, Buzzuz. I would like to have the opportunity in the afternoon
to provide you a thorough answer to that question or answer it for the
record, because it is a complex problem. Essentially, you are correct.

Mr. OBEY. Expand on it for the record.
fetsam's xart. The information appears on page 643 of this

volume.]
Mr. OBEY. Let me make this point. I thought last year when we
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enacted section 618 project grants, it was not to be at the expense of
formula grants. It was my impression that all States had statutory
obligations to get projects underway for maternal and infant care,
children and youth, dental care for kids, and newborn intensive care.

My question is: How can they get those underway with less formula
money than heretofore?

Mr. BuzzELL. Let me illustrate by using your State. Wisconsin in
1974 received $2.7 million for maternal and child health. Wisconsin
in 1076 will receive $1.4 million, in spite of our problem in terms of
carving out the full intent of the legislation, because, as you may
recall, it was also the intent of Congress that we continue the major
urban-type projects.

In spite of the problem, in this instance we are going to provide
Wisconsin with the wherewithal to complete the program.

Mr. OBEY. I would like to discuss this more with you, but I do not
have time. I do want to make this quorum call.

Mr. BUZZELL. You will acknowledge that is a substantial increase.
Mr. OBEY. Yes.
Mr. BUZZELL. I have some problems with other States. This does

not happen to be one of them.
Mr. OBEY. Thank you very much.
We will reconvene at 2 o'clock.

MIGRANT INPATIENT CARE

Mr. FLOOD. The committee will come to order.
When we recessed with my questioning we were talking about

migrants and migrant health.
In fiscal year 1974 you initiated a demonstration project whereby

the Bureau of Health Insurance of the Social Security Administration
acts as a fiscal intermediary for you people and for reimbursing hos-
pitals where you provide for migrants. What kind of experience have
you had to date? Have you had any major problems?

Mr. BUZZELL. Mr. Ohairman, just before we recessed at lunch we
got into this topic, and we didn't complete it so I am glad you brought
it up.

We are not encountering any major difficulties. We have just started
though. We think that it is going to be of major benefit to the migrants
because, as you know, they traditionally have a very difficult time
getting hospitalization coverage. The Bureau of Health Insurance,
SSA in Baltimore is working closely with us, and that itself is a
breakthrough.

Mr. FLoon. What do you mean by SSA /
Mr. Btizzext. It is the Bureau of Health Insurance within the So-

cial Security Administration, a sister agency in HEW.
Mr. 'Amp. There is no major problem. Of course you are going to

have problems with hospitalization of migrant workers naturally, but
we are concerned about any major problems.

Mr. Buzztia... No major problems. The only problem is the problem
that Mr. Robinson alluded to, and that is that a demonstration project
only covers a certain number of people in a few States.

Mr. FLOOD. How do you reimburse the SSA for this service?
Mr. BuzzEm. We sign an agreement with SSA. The money is pro-

vided from the project grant requests, and we pay them directly.
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SANITARY CONDITIONS OP MIORANT CAMPS

Mr. FLOOD. We have had all kinds of stories down through the
years about the sanitary conditions in migrant camps. Some of the ones
I have eeen, my. But this is some time ago. In 1974 you conducted a
survey of approximately 29 migrant camps to determine the sanitary
conditions in those camps. Can you tell us what the findings of those
surveys were?

Mr. BUZZELL. Yes, they are findings that we are not especially
proud of.

For the record I ought to indicate we selected 29 of the camps on a
random basis, and from that sample 13 percent were dumping sewage
directly into the open streams; 26 percent of the toilet facilities were
rated as being dirty and foul smelling; 35 percent did not have toilet
paper; 22 percent were not taking water samples. Thus, there is no
assurance of their water safety.

These are just indicative of the kinds of problems.
Sanitary conditions in the migrant camps vary significantly and in

many of the camps they do not meet anybody's standards.
Mr. FLOOD. What are you doing to improve the situation?
Mr. Buzzzu. We are attempting to work closely with the States.

The responsibility basically is with the States. We are working closely
with them to encourage and assist the States in enforcing proper sani-
tation practices. We are not financially funding these efforts directly
in the migrant health programs.

Mr. noon. We would like to be kept pretty well informed about this
from time to time if you find any major problems. You have geographic
problems and nationwide problems. We realize you are up against the
north, eastl south, west business. We would like you to, instead of once
a year having you dust off this thing, keep the staff of this committee
informed on a continuing basis.

Mr. Buzzzt.t.. We will be glad to.
I would like to also point out you will have the opportunity later

today or tomorrow to talk with Dr. Sencer from the Center for Disease
Control and they also are involved in this problem.

HEALTH MAINTENANCE ORGANIZATIONS

Mr. FLOOD. But you are the to guy and we want it from your shop.
On the Health Maintenance Organizationsthat permits me now

to say HMO'scan you tell us your priorities for spending the funds
you have asked for in this budget ?'

Mr. BUZZELL. Our priorities?
Mr. FLOOD. Yes.
Mr. BUZZELL. Yes. You know we asked for a supplemental request

about a month ago, and we asked for "until expended" authority. We
hope this calendar year that we are in would be the year in which we
spend that supplemental, and that is the $65 million.
- In terms of priorityand again I would like to mention that before
lunch the question was askeddo we have a plan whereby we shall
know what each State is going to receive? The answer to that was we
do not. It is not a State-by-State or a formula program. So in terms
of priorities, in terms of States, or in terms of grantees, we don't have
any. It is open season really.
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We are going to, as a priority, fund feasibility studies, planning
studies, and developmental studies with direct grants.

The priority is going to be on those organizations which are non-
profit organizations. In fact that is the only kind of an organization
that will get the direct grant money.

The priority also will be placed on those organizations that truly
are interested in the development of HMO's. In some instances, as the
law speoifles, it has to be their principal activity.

So to answer your question a slightly different way, a major well-
qualified group medical practice that wants to get into the HMO busi-
ness has to do that from the viewpoint of its being a major activity
of the group.

Mr. noon. Let me ask the question in a slightly different way. Why
do you believe that this set of priorities you are telling us about will
contribute to all of the goals of the legislation?

Mr. Buzzsm. Starting an HMO and having it be successful, like the
one you are familiar with in Pennsylvania, is a business. It is different
from running an ambulatory care center with grants. They have to be
self-sufficient. We help them for 3 years. Once they go operational,
then we will cover their cost deficits for 3 years or assist them in get-
ting their losses covered. But they eventually, as the one you are fa-
miliar with does, have to stand on their own two feet.. They have to
market their services; they have got to convince people to join the
HMO, So we have to place a very strong priority, in my judgment.,
on the economic viability; good business management, marketing, and
high quality of medical services. The law requires that we provide
quality service. They have got to have providers. Just as the PSRO
program, to work has to hive the doctors supportive of it, the HMO

ropgram faces the same problems. So we are placing a high degree of
priority on HMO's being high-quality medical organizations which
also can take care of the business and the marketing factors.

CIVIL SUITS

Mr. FLOOD. Here is something. You say in the budget justification
that civil suits may be brought against the organization which fails
to comply with section 1310.

Mr. Buzau,. Yes.
Mr. FLOOD. Who decides whether or not to undertake such a civil

suit?
Mr. BUZZELL. Technically the Secretary of HEW will make that

decision.
We have to provide regulations which will dictate how that comes

about, but the law does, as you indicate, provide sanctions in which
civil suits can be brought.

Before we do that we will be certifying and regulating HMO's
then,subsequently, HEW will be in the business of applying civil
sanctions if necessary.

HhtQipBREAKEVEN POINT

Mr. FLOOD. You mentioned this a minute ago. When you testified
before us on the supplemental appropriation you told us to be justi-
fiably economically sound and viable the HMO needed 1,000 enrollees,
a round fat number. Something funny must have happened on the
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way to the forum. You are back now with this 1975 budget and tell
us an HMO will need 20,000 or 30,000 enrollees just to break even.
In this numbers game which is correct?

Mr. Buzzvu,. I am pleased to have the opportunity to clarify that.
Mr. FLoon. That is good.
Mr. IluzzEr.i. Apparently we left a misimpression.
Let me answer this way: It is conceivable, not only conceivable but

quite possible, that an HMO can lose money regardless of how many
enrollees it has.

On the other hand, an HMO with a relatively small number of en-
rollees, like Oeisinger Clinic in Pennsylvania which doesn't have too
many enrolleesI think in the order of 1,000that HMO is success-
ful. It is making money.

There are others that will never make money unless they improve
their business management practices.

The 25,000 versus 1,000 relates to the t o different kinds of HMO's
we talked about. The so-called foundation model where you don't build
the building and don't take the, physicians and put them together in
a single place, but you let them continue to practice in the settings
they are in now is a less costly model in the sense of not needing major
capital to become operational. It is therefore quite possible under that
kind of arrangement, which is not dissimilar to the group medical
practice, for that kind of HMO to make money, be successful, have a
good premium structure with only 500 or 1,000 enrollees.

On the other hand, if you are going into the big business of having
your own hopsital, having your own clinic, having a large number of
physicians on salary and a major marketing program where you are
going to try to sign up a lot of people, then it will take a large num-
ber of enrollees, maybe 25,000 or 30,000, before you can reach break
even, Mr. Chairman.

Mr. FLOOD. Talking in months, how long do you estimate it will take
an HMO to go from zero enrollees up to 20,000 or 30,000 which you say
is required to break even?

Mr. BUZZELL. Some of them have been tying to do it. for many years.
Mr. FLOOD. That isn't what I asked you.
Mr. BUZZELL. It is quite conceivable in the next 2 or 3 years some

group will start an HMO in which they will have 25,000 enrollees in
the very first month or they will have 25,000 enrollees in the very first
6 months. I can illustrate that with an example.

We have potential HMO's out there which are being 'supported by
major employers like Weyerhauser, the large lumber company in the
Northwest. If that kind of an organization sponsors an HMO along
with the doctors and with the other people, they may start right off
with a major enrollment. of 10,000 or 15,000.

HMO DEFICITS

Mr. FLOOD. How will the other kind of HMO cover deficits beyond
the 36 months of deficit support provided by the law? The IMO will
not go under after 36 months support will it?

Mr. BUZZELL. I would say. generally not, or if it did, we would have
made a mistake in terms of supporting them.

They will be getting loans. We provide loan guarantees and they
,..crow from a bank and receive backing that way. There is a good
!il;e,lihood they will have a line of credit well beyond the 3 years.
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Mr. 14l000. Your justification points out that section 1308 author-
izes the Secretary to borrow from the Treasury the dollars for a loan
guarantee if the institution goes into default. What rate of default are
your projecting?

Mr. BUZZELL. As I recall when we testified the last time we said if
more than 25 percent of all of the grantees we provide planning and
development money to defaulted we will have not done our job. Once
they become operational, it would be my judgment that something in
the order of 96 percent or more should continue on to a long economic-
ally viable life. I don't believe once they get into the 3year operational
period that the potential for failure is any higher than 2 or 3 out of
100. If that happens, we have done a great disservice to a lot of people.

TECHNICAL ASSISTANCE

Mr. FLoon. In the matter of program management, what we call
direct operation support, how much money are you requesting for
technical assistance for the grantee organizations ?

Mr. BUZZELL. Approximately $4 million.
Mr. FLOOD. Why don't you put the money directly in the grant award

and let the grantee purchase the kind of technical assistance he thinks
he needs? This is the big brother business again. What is the matter
with that?

Mr. BUZZELL. I think that is a good suggestion,

NEW POSITIONS

Mr. FLOOD. What do you want with 25 new jobs? Only a couple of
weeks ago in the request for the supplement you had 100 new jobs for
staff positions. Did you drop that on the floor?

Mr. BUZZELL. We left a few behind.
Mr. FLOOD. That is what I thought.
Mr. BUZZELL. The second stage of the implementation of the pro-

gram starts in July when we start performing HMO certification and
regulation. We have a major certification and continuing regulation
responsibility that starts approximately in July or August, and that
will require additional staff.

Mr. FL000. How many of those are going in the regional offices?
Mr. Buzzr.m. We are projecting that somewhereof the addi-

tional 25?
Mr. FLOOD. Yes.
Mr. BUZZELL. As you recall in the supplemental we asked for 100

positions, and if that is approved then in the 1975 budget request there
would be an additional 25 positions. Of the original 100, there would
be 50 in the national office and 50 in the regional offices. Of the addi-
tional 25, in all likelihood 15 :would go to the regions and 10 in the
national office.

NATIONAL HEALTH SERVICE CORPS

Mr. FL000. Let's talk about the National Health Service Corps. Can
you explain to us why there was a reduction of $594,000 in that
program

Mr. Buzzr.r.L. Yes. In the 1974 appropriation we received an increase
of $2 million which did not become a part of our base for the 1975
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request. Therefore, it appears that in the 1975 request there is a
ireduc-tion. However, in terms of positions mid direct services we have, in fact,

a small increase.'
Mr. FLOOD. How many vacancies do you have in that program at

this time?
Mr. BIJZZELL. This is an interesting program and we have had some

int:westing developments. By the end of June, in site of the fact we
lost the incentives of the physician draft and in spite of the fact that
the uniformed services bonus bill hasn't been enacted, we will have a
full quota of physicians. We will have all of these positions filled.

We at the present time have a shortage of physicians in the National
Health Service Corps but that shortage runs in the order of 35 or 40,
and that is in contrast to a situation last October where we were sub.
stantially behind. As a consequence, our 1975 budget request to the
Office of Management and Budget was not totally supportable due to
the fact that the 1974 budget provided for positions which could not
be filled. We were having a difficult time recruiting physicians.

. Mr. FLOOD. Your budget justification says your retention rate will
be 25 percent in 1974. Do you have any ideas how you can improve
that? Do you want to settle for 50 percent?

Mr. BtizzEr,r,. We will be able to retain at least 50 percent of these
physicians if the Congress will enact the bonus bill currently under
consideration. The Senate has already passed that bill and the House
is going to be considering that shortly. With the passage of the bonus
bill we will be able to retain 50 percent or more of our physicians.

Mr. FL000. Of the 307 approved sites, as you state in your justifica-
tions, 275 will be staffed in 1975. When do you think you will be able
to meet the requirement for staffing the 307 sites?

Mr. Buzz u.. Before the end of the new fiscal year. Dr, Batalden
is anxious to point out not only will we do the 307 but we are going to
qualify some more.

NURSINO HOMES

Mr. FLOOD. Another bureau you have down there is the Bureau of
Quality Assurance. 'What about nursing homes? Last year we were
told that all State surveyors would be trained by the end of fiscal year
1974. What is the status at the present time of that. program? That is
an imporant program.

Dr. ABDELLAII. It is a pleasure to have an opportunity to speak to
this very vital area.

Mr. FL000. You are the one that can do it.
Dr. ABDELLAIL I am Director of the Office of Nursing Home Affairs.
In terms of this surveyor training for last year the total trained

would be 1,648, and 600 of these were State fire safety surveyors. We
do estimate for 1974 we need to train an additional 350 surveyors._

Mr. FLOOD. How are you doing that?
Dr. ABDELLA IL This is a cooperative program with the Federal Gov-

ernment and States working together. There are also universities in-
volved in the training programs, and Tulane is one of the major cen-
ters with a network program.

Mr. FLOOD. What do you think about it?
Dr. ABDELLAIL I think it is a very vital program particularly with

our new regulations which were published last January and become
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effective this month. Without a good surveyor program, enforcement
of those regulations would become very difficult. So we feel this is very
critical.

One of our worries in this, and our Department will be submitting
amendments a little bit later for the surveyor training, is that 100-per-
cent funding for the medicaid surveyor training terminates June 30;
we will be proposing that this be extended. We feel this is very im-
portant in order to continue the support for surveyor trainers who
would be working particularly with intermediate care facilities which
is an entirely new program.

0 M BU DS M A N PROGRAM

Mr. Fr.00u. Here is something you talked about last year. You told us
you were initiating a new ombudsman program, How is that working
out ? Tell us first how it is working out and then how much you have
in the budget for us.

1)r. AnnmAn. Although our office does have responsibility for con-
tinuity of this program, technically it has been transferred to the
Administraton on Aging under Commissioner Arthur Flenuning. But
we are working with Dr. Flemming very closely in relation to this
program.

Actually there are now seven of these projects, and some of them
have had more publicity than others.

We do feel that as a concept it is a very important program. It does
need testing and evaluation, and this is critical. This is what we are
endeavoring now to work out with Dr. Flemming, to build in a con-
tinuity and evaluation. It does provide a very important mechanism
for the consumer as a source of communication, to let us know what the
problems are in the nursing homes.

ftE N A I. DISEASE FEDORA 31

Mr. FLOOD. We are going to be breathing down your neck on this one.
On the renal disease program, can you tell us where you stand on the

end stage kidney disease program?
Mr. BuzzELL. May I use the opportunity to introduce two or three

people whom you did not meet this morning? First of all we do have
the second team here from the Comptroller's Office, Mr. Forbush. As
you recall, Charlie Miller was here this morning.

Bob van Hoek is Associate Administrator and the man to answer
your question is right behind me, Dr. Goran who heads the Bureau of
Quality Assurance.

Dr. GoirtN. In the renal program we now have about 14,000 benefi-
ciaries who are eligible and receiving dialysis benefits Under the
program.

As you know %ye are still operating under interim regulations. We
will in the very near future, hopefully in the next month or two, be
issuing final policies for the

Mr. noon. The end stage renal disease program?
Dr. G ORAN. Final regulations for the end stage renal disease

program.
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We expect over the next several years to continue the identification
of the eligible beneficiaries, reaching an estimated 40,000 to 50,000
within the next 3 to 4 years. At that point it is estimated that the num-
her of individuals who are receiving benefits will reach what is called
the steady state.

Mr. FLOOD. I certainly hope you get your hope.

SOCIAL SECURITY PROVISIONS

Mr. PAArrziv. Mr. Chairman., I would like to ask what effect the social
security provisions have on your work

Dr. LORAN. As you know the legislation authorizing the end stage
renal disease program is an amendment to the Social Security Act, and
the program itself is being jointly administered by the Office o the
Assistant Secretary of Health, the Bureau of Quality Assurance in the
Health Services Administration and the Bureau of Health Insurance
in Social Security Administration. Simply stated, we are responsible
for the medical aspects of the program and the Bureau of Health
Insurance for the ainistrative/financial aspects of the program, the
reimbursement process itself.

PROFESSIONAL STANDARD REVIEW ORGANIZATION

Mr. FLOOD. On the Professional Standard Review Organizations
again, in your general statement you said that the Bureau of Quality
Assurance has operational responsibility in the implementation of the
PSRO program. What do you mean by that?

Mr. BUZZELL. Dr: Goran who heads that Bureau of Quality Assur-
ance is responsible for all of our quality assurance programs, the big-
gast of which at the present time is the Professional Standard Review
Organization program. So he has responsibilities for the implementa-
tion, the start up of the local Professional Standard Review Organi-
zations and the Statewide resource centers and the entire implementa-
tion of that program. It is under his auspices with policy guidance
from the Assistant Secretary for Health.

Mr. FLOOD, I thought so.
Mr. BUZZELL. Could I add one point on the renal matter. I have been

fortunate in the last 2 months to visit two of our Public Health Service
hospitals which are operating major kidney disease treatment pro-
grams, one in San Francisco and the other at Staten Island.

One of the things we want Dr. Goran to do in preparing those regu-
lations is to spend some time at these two facilities because that gives
us an excellent opportunity to in fact determine precisely what some
of those standards ought to be. I am very encouraged with the work
they are doing at those two hospitals.

PUBLIC HEALTH SERVICE HOSPITALS

Mr. noon. On the Public Health Service hospitals, you say in your
justification "A task force to study the future of the Public Health
Service hospitals." How will the efforts of this task force differ from
the efforts of the other task forces that made studies of the Public
Health Service hospitals?

Mr. BUZZELL. Its mission at this time is not to look at the hospitals
to ascertain how we can quickly close them. Its mission is to look at
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these hospitals, because we now have a mandate from the Congresst to
ascertain what they ought to be doing, if anything, besides providing
care to primary beneficiaries, basically Coast Guard personnel and the
merchant seamen. We are looking at alternative medical programs
such as kidney disease treatment.

In addition, we have a major program this year to provide repairs
and improvements in these facilities. This task force, by the way,
is under the direction of Dr. van Hoek. He is looking at each hospital
to see what needs to be done in terms of improving it, repairs it needs,
and other items.

COMMUNITY USE OF PHS HOSPITALS

Mr. FLooe. It has been stated that one of the options in this whole
matter you are considering is the transfer of PHS hospitals to com-
munity use. How many of the communities in which any of these hos-
pitals are located have expressed any interest in taking over the
hospitals and what is the quid pro quo on a deal like that?

Mr. 13uzzEm. This past year, we talked with many people in all
of these communities. And the question generally was, Could we con-
tract with this community for the care of these primary beneficiaries?
And the answer was yes m most cases, and the cost would be so much
per patient,

Some communities, like New York where we have the Staten Island
Hospital, already haves shortage of beds.

Mr. FLOOD. low many communities have expressed an interest
in taking over these hospitals?

Mr. BUZZELL. They all have, but the quid pro quo, as you indicate,
is the problem, one of economics. They are all interested in our will-
ingness to pay the price.

The problem is that the Federal commitment has never provided
enough money to pay the price in terms of amount of care to be
provided.

But the answer ist with the exception of New York and one or two
others, there is a willingness on the part of the community to take
the patients whom the hospitals serve.

Mr. FLOOD. This is the Appropriations Committee as you know.
Just like the Marine Corps, we have learned here we never volunteer.
The reason no action was taken was nobody asked. You know that.

Have you put a pricetag on the demands of the communities, on
anything in the various communities?

Mr. BUZZELL. In terms of what they would charge to serve the
peo_ ple?

Mr. FLOOD. Yes.
Mr. BUZZELL. They indicated to us what they wanted on a cost per

patient day. In terms of the future and Dr. van Hoek's task force, we
have not Acme that.

Mr. FLOOD. You can do this for the record. We would like the total
dollars, patient load, and staffing allocated to each one of the hospitals.

Mr. BUZZELL. We can provide that.
Mr. FLOOD. But for 1973, 1974, and 1975?
Mr. BUZZELL. Yes, sir.
[The information follows:]
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PROOR A Id MANAGEMENT

Mr. FLOOD. On program management, you are talking about
$35,783,000 and 903 yobs. How many of these positions are actually in
the program management activity to administer the researchthe
training projects of the maternal and child health program?

Mr. BUZZELL. The program management budget includes 102 posi-
tions for the maternal and child health activities.

EMERGENCY MEDICAL SERVICES

Mr. FLOOD. On page 59 of your justifications, you state that you are
responsible for "staffing, development of regulations, and the funding
of projects for emergency medical service systems."

Why are you requesting positions for support of this program when
the very same thing appears in the budget for the Health. Resources
Administration? Are you double in brass or what?

Mr. BuzzEm. No. We have recommended to the Secretary, and he has
agreed, that the emergency medical services responsibility be trans-
ferred from the Health Resources Administration to my agency. So
as a consequence, this program will not be in the HRA budget as soon
as we can effect that transfer, that request for positions and dollars. We
are only going to ask for it once.

Mr. FLOOD. That is nice. You are only going to get it once, and I am
not sure you are going to get it.

PROJECT CONTRACTS

On contractual services, in your budget you are requesting $12,231,.
000 for what you call project contracts. Again, you can put this in the
record. Give us a breakout there of the amount for each program with
a brief description of the type of work being supported.

Mr. BuzzEm. I welcome the opportunity to put it in the record.
[The information follows :]
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Project Contracts

Community Health Services - Activities will emphasize project $3,722,000
management improvements, statistical reporting, project
evaluation, policy guidance, professional advice and technical
assistance to comprehensive health center projects. $6871000

is included for contracting with the California Rural Indian
Health Board for Wealth services for California Indians.

Maternal and Child Health - Contracts with two universities 750,000
and one private organization which provide direct services to
Indian people.

YmilY Planning

Training - Promotes the skills and knowledge of family 81,000,000
planning personnel to provide effective voluntary.
family planning services

Education - Gives direct support to service projects 600,000
in the development of patient-oriented information
and education programs

Services delivery improvement - Provides for special 2,515,000
studies and programa to mount a coordinated program
responsive to family planning priorities

Health Maintenance Organizations - Technical assistance $2,000,000
contracts to facilitate project development in critical areas
of their operations; that is, medical records, actuarial
projections, information systems, financial planning and
marketing strategy.

National Health Service Corps - Technical assistance will be
made available to develop viable health care systems, develop
program information to publicize the Corps, recruit health
professionals and to provide training.

Quality Assurance - Provides for contracts in such areas as
(1) alternative methods for quality standards and certification;
(2) training of State agency survey personnel at all levels;
(3) national registry of patients for end-stage renal dialysis
program; (4) renal-organ procurement; and (5) development
and administration of proficiency examinations for qualification
under Medicare.

964,000

680,000

Total $12,231,000
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APPROPRIATION LANGUAGE

Mr. FLOOD. The next question is more general on new appropriation
language. Up here language in an appropriation bill is our pet hats.

You are asking new language in this appropriation bill to "make
payments for the costs of medical care and related expenses on behalf
of any person who has participated in the study of untreated syphilis
initiated in Tuskegee, Ala." Why is that language necessary .

Mr. Buzau.. We need it to provide funds to provide for the care of
these people. Dr. &neer, who will be administering that program, is
here. Any questions you have he can answer.

Mr. FLOOD. This is just for the purpose of the language only right
now and not the merits. How many people are involved ?

Dr. SENCER. There are 107 participants in the study who are still
surviving. There will be a still to be determined number of spouses and
children.

Mr. FLOOD. How did you arrive at that figureyou knew I would
ask you thatof $1,600,000?

Dr. SENCER. This is an estimate that is based upon medicare attn
arial figures. It came with a low estimate and high estimate based
on per capita use of medicare and an upper limit based on maximum
utilization. I can supply a detailed breakdown for the record if you
would like. I have it right here.

[The information follows:]

BASIS TO5 $1,600,000 COST ESTIllATE, TOMES= STUDY

Given the paucity of data for the target beneficiaries, estimates of the life ex-
pectancy and the cost of medical care must be of limited precision. National esti-
mates of life expectancy and cost of medical care were used as a proxy for the
target group, given the fact that participants lived in 14 different States.

The provision of comprehensive medical care for these special beneficiaries is
estimated to be $1.6 million for this fiscal year. The medical care will be neces-
sary over a projected 38-year period. It is difficult to project the total cost of
medical care over this period of time and even more so on a fiscal year basis.
These costs are based on personal health care expenditure per person served
under an insurance situation. The gross expenditures have been adjusted down-
ward to take into account medical care expenditures covered under the medicare
program. Estimates for medical care transportation, burial, and administrative
costs were added to the net medical care costs to arrive at the budget figure.

EMERGENCY MEDICAL SYSTEMS

Mr. noon. On the emergency medical system, why is there a reduc-
tion of $8 million in the Emergency Medical System program? Have
you lost interest in this program already?

Mr. BUEEELL. Quite to the contrary. Before the Congress passed
legislation on November 16, 1973, the program was just a demonstra-
tion program with nine demonstrations projects. Now with the enact-
ment of the legislation, and with the supplemental budget request
passed in January 1974, we are able to launch this program which is a
matching program with the States. And we will be supporting feasi-
bility, planning, and development efforts.

Mr. FLOOD. You stated in your justifications that the Federal Gov-
ernment will provide 50 percent of the costof establishing these emer-
gency medical systems. But you also state that the Federal share may

32- G3D0 -74 -Ib
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go as high as 75 percent if the recipients can demonstrate an excep-
tional need for financial assistance. What do you mean by that one?
What is your yardstick?

Mr. BURRELL. The Congress recognized that in some Statessome
areasthe Secretary ought to have authority to waive a portion of the
matching requirement, and if there is a demonstrated need, it is
Conceivable-

Mr. FLOOD. Exceptional need ?
Mr. BURRELL Exceptional need. It is conceivable an area could get

a bigger percentage.
iMr. FLOOD. This is a matter of degree. They also all have to demon.

st rate a need. This is an exceptional need?
Mr. Berzzrit. That is correct. And we have the responsibility to de-

fine those exceptions. But those will be exceptions.

EMEROENCY MEDICAL. SYSTEM DEMONSTRATION PROJECTS

Mr. noon. You don't ask for any funds in the budget for continued
support of the seven emergency medical systems, the demonstration
projects, in 1974. Are you abandoning these projects or what happened?
Dial they quit?

Mr. RUSSELL. No. The States in which these projects are located
will be looking at the emergency medical services subject from a State-
wide viewpoint in many instances. The law is quite explicit in terms of
requiring that a system be put out there with all of the pieces. And, as
a consequence, the demonstration projects will now be folded into the
entire program. They will get further assistance if, in fact, they
qualify.

A good example would be the project we have in Illinois. They
quite likely will qualify for further assistance but the State of Illinois
will now have to contribute, or the localitiesSpringfield and these
placeswill have to contribute cash.

Mr. FLOOD. Peoria, too?
Mr. Bvzzau,.. That is a tough one.

MATERNAL AND HEALTH

Mr. FLOOD. On the maternal and child health grants, in fiscal year
1975, the project grants for maternal and child health will be (Bs-

:, continued.
Mr. BUZZELL. Yes, sir.
Mr. FLOOD. And all of the money will go to the States on the formula

grant system.
Will any State receive a lesser amount in 1975 than it received in

1974?
Mr. BUZZFIL. Yes.
Mr. FLOOD. Give us a list of the States and the amounts.
Mr. BuzzEm. Would you believe, I think Pennsylvania is included ?
Mr. FLOOD. Yes, I would.
Mr. BUZZELL. Generally that. is going to be very nominal in the big

urban States. But the answer to your question is yes, some States, in-
cluding New York and Pennsylvania, will receive less money Alan
they did last year.

[CtEux's NOTE: The information appears on page 643.]
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LIGHTHOUSE SERVICE

Mr, FLOOD, Another language question. On page 4 of your justi-
fications, you find this following statement

Explanation of language change No.
The deletion of this language is a departure from the President's budget. Theact of July 1, 1044, provided for, among other things, medical, surgical, and

dental care for members of the former Lighthouse Service, The Health Mainte-
nance Organization Act of 1073 signed December 29, 1978, apparently in error
repealed that section of the act July 1, 1944. The Department will make a re-
quest on this matter to the committee on a future date.

Will you explain that more fully I
Mr, FORBUSH. We are sending a letter to the committee explaining

why this happened. It seems that the entitlement of these lighthouse.
keepers was knocked out simply by a drafting error. They were codify-
ing some legislation and it got overlooked. We checked with the au-
thorizing committee to see if it was their intent to terminate the bene-
fits, and if it was the intent of Congress to terminate that benefit,
we would not come up with any kind of language on it. According to
our inquiries, there is no such intention. So we are asking language
to correct that oversight.

PEDIATRIC PULMONARY PROGRAM

Mr. FLooD. The distinguished lady from Louisiana, Mrs. Boggs,
wanted me to ask this question.

What provisions, if any, have you made for the pediatric pulmonary
program?

Mr, BUzzELL. We have 10 pediatric pulmonary centers we have been
assisting for A number of years under the regional medical programs.
Last year, when a decision was made to terminate the regional medical
program, it was necessary to ascertain what we were going to do with
the pediatric pulmonary centers. What we did was to extend their
financial assistance 1 more year and were able, working with the
Health Resources AdministrationDr. Endicott's agencyto provide
assistance to the pulmonary centers through September of this cur-
rent year.

Mr. FLOOD. What is your opinion of the impact of the program?
Mr. Buzau,. I was going to comment on that.
We said that during this 1-year extension, we would visit each of

the 10 pulmonary centers and conduct an intensive evaluation of the
services they are providing. We have completed that and the report
is now on its way to Dr. Edwards.

We are serving roughly.31,000 people in these centers. We are quite
encouraged with the quality of the work being done.

Mr. FLOOD. You have been asked to submit a report on the program
to Congress.

Mr. BuzzELL. We will be doing that.
Mr. FLoon. From what you say, and seeing you think well of the

program, we don't see anything in the budget request for it. Why is
that?

Mr. Buzzrxt,. We don't have authorizing legislation in my agency
for the pulmonary centers. They were covered under the RMP pro-
gram before.
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I think the thing I would like to indicate today is that they seem to
be doing a good lob.

Quite likely they are most properly covered by our maternal and
child health appropriation. That is where the activities are similar
to what. we are currently doing.

Mr. Futon. Mr. Michel.
Multl.. Thank you, Mr, Chai MUM.

110SPITAb COST SAVINGS

Doctor, von say that a number of completed studies show reductions
in hospitaiizations among these center users. I wonder if you would
cite and summarize the more significant of these studies for the record
and also tell us how you project that $50 million in annual hospital
cost savings?

Dr. 11.vrAt.ocx. We will be happy to do that.
[The. information follows :]
In Zwiek's study of the Mile Square Neighborhood Health Center in Chicago,

ha-cited a reduttion from 1,000 hoSpital days per thousand -People to 760/1,000
over a 3year period. Sparer' and Anderson found that the average number of
inpatient days for 0E0 enrollees who received care through four prepaid group
practice plans was 600/1,000. Benin 4 et al. found a greater reduction In hospital-
ization In Boston (Columbia Point) than the one cited in the Chicago study,
In addition Klein, et al., reported a 50 percent reduction In hospitalization
among children enrolled in the Rochester Neighborhood Health Center. While we
realize that such studies have limitations (for example, differences in geo-
graphic sites differences in emphasis at each center, emphasis on children in
the Klein study) and that more studies need to be done, we have made some
assumptions based on the findings presented.

Assuming the average rate of hospital days in neighborhood health centers Is
700/1,000 (that is, between the 600/1.000 and 750/1,000 rates), we contrasted
the assumed rate with the U.S. average rate for low - income people under 65 in
1968 of 1136/1,000.' Applying this rate and the U.S. Community hospital adjusted
per diem rate of $94.61 (which is the standard average (1972) rate) to the
estimated 1,195,000 persons served in our neighborhood health centers, we arrived
at the following equations:
1,195,000 x 1,136/1,000 X $94.61 $128, 434, 967.
Less 1,195,000X 700/1.000X &94.61 70,141, 265

Saved in hospitalization costs avoided 49, 293.702

PATIENT POPULATION REDUCTION

Mr. Mici MI. I am looking at page 3 of your testimony having to do
with the effectiveness of neighborhood health centers. You state these
reductions are from 25 percent. in general patient population in Chi-
cago, to as much as 50 percent in Rochester.

Dr. BATALDEN. We will be happy to supply that for the record. That
is the same experience we have had in the ID.10 program.

[The information appears above.]

1 Zwick. T). I "Some Accomplishments and Findings of Neighborhood Health Centers,"
Milbank Memorial Fund Quarterly, vol. L, No. 4, pt. I, 387-420, October 1972.

'Sparer, 0., and Anderson. A. "Cost of Services at Neighborhood Health Centers, a
Comparative Analysis,' New England Journal of Medicine, 286, 1241-1245. June 3, 1912.

Belli% S. S., Geiger, II. J., and Gibson, C. D. "Impact of Ambulatory Health Care
Services on the Demand for Hospital Beds," New England Journal of Medicine, 280, 808-
912. Apr, 10. 1969.

M., Roghmann, J., Woodward K., and Charney E., "The Impact of the Rochester
Neighborhood Health Center on Hospitalisation of Children, 1968 to1970," Pediatrics,
vol. 51, No. 5, May 1973.
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FAMILY IlEALTII CENTER LOCATIONS

Mr. MICHEL. These 39 family health centers, if they only serve a
total of 105,000 people, that is roughly 2,700 per center. Twenty-five
of them are operational. Do we have the locations of those in the
record?

Dr, BATALDEN. We don't have it in the record but IVO will supply it.
[The information follows:]

OPERATIONAL FAMILY HEALTH CENTERS

Athol Memorial Hospital, Inc., Athol, Mass.
Regional Medical Center at Lubec, Lubec, Maine.
Yeshiva UniversityAlbert Einstein College of Medicine, Bronx, N.Y.
Health Services Planning Association of Central New York, Inc., Syracuse, N.Y.
Vineland Family Health Center Corp., Vineland, N.J.
Anne Arundel County Economic Opportunity Committee, Inc., Annapolis. Md.
Monongahela Valley Association of Health Centers, Inc., Fairmont, W. Va.
West Baltimore Community Health Care Corp., Baltimore, Md.
South Philadelphia Health Action, Philadelphia, Pa.
Georgetown University Community Health Plan, Inc., Washington, D.C.
North Memphis Community Health Organization, Inc., Memphis, Tenn.
Wake Health Services, Inc., Raleigh, N.O.
Health Serviced Association, St. Paul, Minn.
Family Health Center, Inc., Kalamazoo, Mich.
Health Delivery Inc., Saginaw, :Mich.
Group Health Association of NE Minnesota, Inc., Virginia, Mint.
Marshfield Clinic Foundation for Medical Research and Education, Marshfield,

Wis.
Family Health Care Center, Crittenden Clinic, Inc., West Memphis, Ark.
Home Educational Livelihood Program, Albuquerque, N. Mex.
University of Utah, Salt Lake City, Utah.
Northern San Luis Valley Family Health Services, Center, Colo.
East Los Angeles Health Task Force, Los Angeles, Calif.
Community Health Services, Inc., Portland, Oreg.
Columbia Basin Health Association, Othello, Wash.
hake Otis Clinic, Inc., Anchorage, Alaska.

AVERAGE COST PER FAMILY HEALTH CENTER

MT. MICHEL. What is the average cost per center
Dr. BATALDEN. The average cost per ecnter of the family health

center is based in part upon the continued development of those cen-
ters as well as those centers that are currently operational and pro-
viding services. So that the cost, if you simply take the number of
people receiving services versus the total dollars in the program, would
appear high inasmuch as these projects are currently this year com-
pleting their developmental work and moving to full operational
status.

Mr. MtcriEr.. What is the difference in costs per patient served in
the developmental stages as against others?

Dr. BATALDEN. In the development stage, they are not serving any
patients.

Mr. Miciim. What is the Federal contribution to an establishment
of a center like this that is going to be ultimately serving according to
your figures, some 2,600 or 2,700 people?

Dr. BATALDEN. Total developmental costs may be on the order of
$750,000 to $1 million over 3 to 4 years.

Mr. BLIZZELL. Your question is what is the Federal contribution ?
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Mr. Mtoltzti. Yes.
Mr. Buzau,. Essentially the total amount.
Mr. Mtciinb. And the amount is roughly three-quarters of a million

dollars?
Dr. BATAIMEN. Over 3 to 4 years, three-quarters of a million dollars.
Mr. Mrofinr.. What is the maintenance cost of that once it becomes

operational?
Dr. BATALMIN. It depends on the number of people who are enrolled

who do not have entitlement to medicaid or do not have some other
private insurance to support the costs of the service.

Mr. MICHEL. Do you envision these centers being folded into or be-
coming IIMO centers ?

Dr. BATALDEN. Yes, some of them will,
Mr. BUZZELb. To some extent, We envision their becoming. self-suf-

ficent if we are successful in getting a comprehensive health insurance
program operational.

Mr. Micrin. What indication do you have of local communities
doing that in the absence of enactment of any kind of comprehensive
health insurance program

Mr. BUZZELb. Doing what?

CONTINUING FEDERAL FUNDING OF FAMILY HEALTH CENTERS

Mr. 'Mount,. I should go back more fundamentally. After we have
once established a family health center, what is the Federal Govern-
ment's obligation for sustaining that center?

Mr. Buzzr.m. It is a year-to-year obligation in the sense that as long
as we have authorizing legislation and as long as we request an ap-
propriation, we have a responsibility, I believe, to fund these centers.
But there is no indefinite or nonending or open-ended obligation that
I am aware of.

Mr. MICHEL. Do we have any that have been established being taken
over and maintained by the local community?

Mr. BuzzEt.r.. The local community providing, the total financial
assistance?

Mr. Month. Yes.
Mr. I3uzzEr.r.. No, sir.
Dr. BADA.r.or.x. That is correct. The family health center was de-

signed to go after the working poor who weren't otherwise entitled to
care support. So that is the bulk of the continuing Federal dollar once
the center becomer, operational.

Mr. :Wrenn!. There is no bar to Federal revenue-sharing funds being
used for these centers, is there?

Dr. BATALDEN. That is correct.

MATERNAL AND CHILD HEALTH

Mr. Arnim.. When you refer on page 4 to the establishment of
soma 162 new projects in the areas of maternity and infant care, inten-
sive care of newborns, children and youth comprehensive health care.
dental health care of children, and family planning services, what are
we really talking about there?

Mr. Buzzr.i.t.. The conversion from project to a formula-grant pro-
gram will require many States which currently don't have the five
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major components of the maternal and child health program to be
starting new projects and to be providing that coverage. As a conse-
quence, a sizable number of new maternal and child health-type proj-
ects will come into existence; in large measure, some of the more
rural areas although even in some of the urban settings like Now
Jersey,

Mr. Mtclict,. Again here, what obligation does the Federal Govern
ment have after establishing them to maintain them over a period of
years

Dr. BATALDEN. They will be maintained through the formula-grant
programthe maternal and child health formula grant program.

BIIZZELL. The obligation, as I would view it, is one of providing
financial support to the State, and secondly, a continuing responsibility
to in fact ascertain that the congressional intent is carried out; that
is, that. the States are in fact doing with that money what the Congress
required them to do.

Mr. MI( um. Is there ever any instance of a new one being established
and then phased out for one cause or another?

Dr. BATALDEN. Yes, and there have been those started by States and/
or local communities without the specific Federal assistance. One of the
tasks that we face in certifying State conformance to the program of
project requirement will be to ascertain whether those projects that
have been started by Statesfor example, prenatal and intensive care
units that serve rural areaswhether they meet the stipulation of the
statute as envisioned in title V.

Mr. BuzzELL. Do we have any estimate of how many maternal and
child health projects the Federal Government has started that are no
longer in existence?

Dr. BATALDEN. We can provide that for the record.
[The information follows:]

MATERNAL AND CHILD HEALTH LIST OF PROJECT GRANTEES TERMINATED SINCE
PROJECT GRANT PROORAM BEGAN

MATFANAL AND INFANT CARE PROJECTS

Massachusetts State Department of Public Health.
Ari7prin state Department of Health.
Pennsylvania Depnrtmt..l. of Health.

CHILDREN AND YOUTH PROJECTS

Massachusetts State Department of Public Health.
Beth Israel Hospital, Boston.
University of Iowa, Iowa City.
University of Nebraska, Omaha.

None.

None.

INTENSIVE CARE PROJETCR

DENTAL CARE FOR CHILDREN PROJECTS

INFANT MORTALITY MATE

Mr. MICHEL. On page 5. you speak of the infant mortality rate
being reduced so dramatically in several cities, particularly in
Albuquerque, from 22 .'1' to 12.2. or 'Miami from 23.7 to 2.5, or Denver.
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What is the signiticauce of citing those cities, and what was it that tookplace there that brought about these striking results?Mr. litrZZEIAL I happen to have been to a couple of places where wehave achieved seine of these dramatic results. Of interest is the fact theplaces 1 went to are not the ones we cited. I went to Knoxville, Tenn.,and I went to Vicksburg, Miss.
There arc a number of things they have dono ranging all the wayfrom establishing an intensive care unit in a hospital, a neonatal clinic,to having a better system of emergency medical services.
Mr. Mimi,. Available or deliverable?
Mr. litrzzmt. Available. And it is interesting, I think, what theauspices of the Tennessee Valley Association have done. The Associa-tion has worked closely with the project in Knoxville; they are ableto pick up the high risk pregnancies, so-called "premies," at the site inthe Appalachian hills and, with a resident or nurse in attendance onthe helicopter, fly the patient into the hospital. It logically follows, Ithink, that the mortality rate would drop dramatically.
The same thing is applicable in the Mississippi Delta where thehigh risk pregnancies are in a self-service kind of an environment.It is relatively easy to make that major breakthrough that is indi-cated in these kinds of statistics because basically we were not provid-ing prenatal care, we were not providing high-risk pregnancy care.Mr. MicnEt. For the record, go back and specifically tell me why,because of your having cited those cities in the record, what really istherethere has to be some reason for it.
(The information follows:1
(Clerk's note :The information appears on page 646.]
Mr. BuzzEtt. We believe perhaps in terms of what we submit for

the record, we ought to clarify something that might be a misimpres-sion. These are not the only cities or areas where substantial gainshave been made. But I do think it is appropriate to point out inlarge measure
Mr. MICHEL. As the chairman says. we operate like the Marine

Corps here. We don't. volunteer anything. You volunteered the citiesand citation. There must have been a reason for that. I have to followit because why wasn't it someplace else. Why not where you were?Was it that bad, is it not. for the record ?
Mr. BuzzEtA,. That is a good point and illustrative of the .good

results the maternal health programs have achieved along with otherpeople in this area.
asv. 14.1 sowiiv-rs

Mr. MiciirJ,. When vim talk of training nurse midwives. pediatricmines, and other physicians' assistants, how much are we spending inthat area?
DV. BATAT.DEN. $1,5 million,
Mr. MCIIEL. For the total program? How ranch per trainee? Whatare we spending to train an individual to become a midwife? Doesanybody know?
Dr. BATAMEN. We can provide that. T doa't have it broken out infront of me by midwife or pediatric nurse practitioner or physician

assistants. We. can provide that for you.
(The information follows:1
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UMnurse midwife', pediatric mat, and ao forth, trainingaverage cost per
trainee

Midwives
$4, 980Pediatric nurse practitioners 2, 488Allied health
2, 238

Mr. Buzau,. We will have to clarify the record, too. The $1 5 mil-
lion was broader than just the midwifery program.

Mr. Alto lin,. My next question was what do we spendthat has been
a program going on now for several years so you have an experiencetable, right?

Dr.11Amosisr. That is right.
Mr. Micirsr.. When was that initiated ?
Dr. BATALDEN. 1972, I think.
Mr. Mom,. We know what we spent in 1972 and how many people

were involved and what we did in 1973 and 1074, and what your pro-
jections are for 1075.

[The information follows :]

MCH SECTION SIt FUNDING FOR TRAINING OF NURSE MIDWIVES

Project
number location

1972 actual 1973 actual
(41 trainees) (34 trainees)-----

Faculty Trainee Faculty Trainee
support support support support

1974 estimate 1975 estimate
(32 trainees) (32 trainees)

Faculty Trainee Faculty Vein es
1014.041 support support support

930 Grady Hospital, Atlanta,
Ca 554, 832 S28, 350 S56,017 Its, 000

9944°1:: ........... clj ofnlillv,fteisla soo0irni,vsirir,,L;k4iut.0-.. 155,449 47,100 154,388 32,000 $164,000 $12,000 114,000 532,000
New York, N.Y 80, 235 87,336 107,392 97,240 107,000 97,000 107,003 97,000

total 290,516 162,786 327,797 145,240 271,000 129,000 211,000 $129,000

HEALTH PROFESSIONAL FELLOWSHIPS

Mr. Aliciisr,. Then you speak of the 340 professional health per-
sonnel who receive specialized long-term training. How long training?Dr. BATALDEN. That is the standard fellowship we are talking about
in conjunction with the university-affiliated program, and those fel-
lowships range from one yes' to two years, generally, in length.

Mr. AfICHEL. Is there a maximum on the amount or the fellowship?
Dr. BATALDEN. No, there is none. We can live you the ranges.
Mr. MICHEL. Does that vary by institution
Dr. BATALDEN. We can give you the ranges on that.
[The information follows i]

UNIVERSITY AFFILIATED CENTIMEI TRAINEESHIP SUPPORT

Training support follows the levels established by the Department. Variances
are few, are based upon personal circumstances, and are individually approved.A. Stipend levels:

1. Postresidency clinical fellows:
(a) First yearup to $10,000.
(b) Second yearup to $12,000.
a Poet - doctoral trainees :
(a) No relevant postdoctoral training or experience$0,000.
(b) One year of relevant postdoctoral training or experience$8,500.
(a) Two or wire years of relevant postdoctoral training or experience$7,000.
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3. Predoetoral experienced student support;
Months of related professional work experience or training:

(a) Less than 12 mo
Stipend level

$3, 000
(b) 12-23 mo 3, 800
(o) 24-35 mo 3, 600
(d) 36-47 mo 3, 900
(c) 48 or more mo 4, 200
Mach full-time academic year of graduate training shall equal 12 months of

related professional work experience for stipend level purposes. If a trainee or
fellow has been awarded a master's degree, in a field relevant to the professional
training to be undertaken, an additional $500 may be added to the stipend level
for which he Is otherwise qualified. The maximum predoctoral stipend may not
exceed 81,700.

D. Other support:
1. Dependency allowances$600 each.
2. Fees and tuitionactual.
3. Travel (none to or from training site)only as related to that required

for trainingactual.
The primary purpose of MOH traineeship support is for training medical and

allied health professionals for leadership positions In programs providing serv-
ices for handicapped children, particularly those with mental retardation and
other developmental disabilities. However, the support provided for the faculty
and services necessary to accomplish such training generates a substantially
greater amount of training than that which Is directly supported. For example,
a 1072 study of the Association of University Affiliated Facilities, a group of
facilities providing training on an interdisciplinary basis for a variety of health
and related professions, shows a total of 62,684 persons receiving training. Train-
ing ranged from postresidency fellows to subprofessionals, and from full-time,
long-term, to part-time or short-term participants in seminars or workshops. This
study Involved 32 centers, 20 of the largest of which are supported by MCII funds.

FAMILY PLANNING

Mr. Mrcitzt,, In the family planning area, do you have any studies
at all to show the reductions in birth rate among welfare families?

Mr. BUZZELL. Dr. Shultz or Dr. l3atalden.
Dr. SHUurz. There have been no studies per se devoted to the pursuit

of that in a special project area; for example, in a city where a project
has been funded. However, in New York City, the experience has
been, for extimple, that there has beeii a 'decline in the birth rate of
welfare recipients during the period the project was in existence.

There are other factors operative in addition to family planning per
se, because, obviously, our family planning projects do not pay for
abortion services in New York City.

So a direct correlation is very difficult to accomplish, but there is
some indirect evidence that, yes, there has been a reduction in the birth
rate among the population being served.

These are not exclusively welfare recipients who receive the serv-
ices, either, because that is not a requirement within the regulations
for title X projects. _

Mr. MICHEL. Are you speaking of 85 percent of all counties through-
out the United States that have family planning services?

Mr. BuzzELL. Yes.
Mr. Mrcitm,. How about the other 15 percent? Is that achievable or

desirable?
Dr. SHULTZ. Those. are counties which have relatively very small

populations. We are working with the State health agencies to attempt
to extend services to those counties, sometimes through such devices as
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mobile units, but more often through encouraging private physicians in
the communities where there are no organized programs.

We are really referring to organized programs or an organized
physician referral program. We are encouraging the setting up of re-
ferral programs to private physicians or for private physicians on their
own in those communities to provide services.

Fvecittently they are counties with rather limited health care serv-
ices in any case, due to their small population.

NUMBER OF INDIVIDUALS SERVED

Mr. Miciim. I am not sure whether or not in your testimony you
mentioned the number of individuals being served in this family plan.
ning program throughout the country. Have we any figures on that
at alit

Dr. Sullurz. Yes, sir. In organized programs in fiscal year 1973, 3.2
million individuals received services.

Mr. Micirm As of what date?
Dr. SHULTZ. Fiscal. year 1973, 3.2 million through organized pro-

grams. These are low-income individuals receiving services.
An additional 1.4 million individuals with low incomes received serv-

ices from private physicians during this period. This does not all
represent Federal

Mr. MICHEL. How do you get that latter figure?
Dr. SHULTZ. That is based on two studies that were done. One was

the family growth survey of 1970 and a projection from those 1970
figures.

Then in addition to that, a study done about the same time through
Johns Hopkins University nationwide on younger people.

Mr. MICHEL. Do you anticipate in fiscal year 1974 the numbers
you cited, 3.2 million and 1.4 million, would be increased?

Dr. SHULTZ. Yes, sir.
Mr. Mintr.r.. Significantly?
Dr. SHULTZ. Yes, sir. We anticipate a definite increase. Particu-

larly, one of the factors which will definitely produce an increase
which will carry over into 1975 is the release of the 1973 funds which
were not immediately available for obligation during 1973.

Mr. MICHEL. How much was that?
Dr. SHULTZ. $30.5 million.
Mr. MICHEL. Do you want to look in your crystal ball for 1975?
Dr. SHULTZ. Due to the fact I just mentioned, we wolitil antici-

pate an increase during that period, in addition to which we hope
to obtain increased third-party reimbursements. Hopefully, by the
end of the fiscal year, utilizing the funds available from this appro-
priation plus other funds, we will accomplish the goal the President
set. We may not hit it exactly, but we hope to come close to it.

MATERNAL AND CHILD HEALTH. FORMULA GRANTS

Mr. CONTE. Whv the dramatic increase in the allocation of grants
for maternal and child health services?

Mr. BUZZELL. A dramatic increase?
Mr. CONTE. The first State listed, Alabama, had $1.2 million in

1974, and now is going to $4 million. The allocation was tripled.
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Mr. BBuzzsr.L. We have to carry out the intent of Congress. We
converted from a project to a formula grant program, in which the
more rural States get a substantial increase.

Mr. Fotustrsit. The figure you read for 1974 was funds Alabama re-
ceived from the current formula grant. In 1975, it has project, grants in
it. as well. They are really not comparable figures. Alabama probably

ialso received project grant money in 1974. The 1974 column is limited
to the formula grant figure. The 1976 column is the whole appro-
priation.

Mr. BtrzzEr,i,. But, as it matter of fact, they do get an increase.
Mr. Fonatisit. They got, an increase as well. It is not really ns big as

it might show by that table.

MIGRANT IIEALTIt

Mr. Micnsb. tinder migrant health, one of our other subcommittees,
the Agriculture and Environmental Subcommittee, has been told we
have roughly 219,000 or 217,000 migrant workers in this country these
days formally identified. Where do you get this figure of 355,000
persons?

Dr. BATALDEN. That comes from our project. We estimate the num-
ber to be on that order. We serve the migrant worker and his family.
We estimate. the universe of migrant workers and their families to be
about 1 million.

Mr. MICHEL. You include all the family members of the migrants
when you say the total number is roughly 1 million?

Dr. BATALDEN. Right.
Mr. Mtcum Where do you get that figure?
Dr. BATALDEN. Based on the same estimates the Department of Agri-

culture and the Department of Labor use, roughly about 200,000 mi-
grant workers. It is very hard to derive accurate figures.

Mr. Mwitm. I hate to be picayunish about it, but the last couple of
years I have been trying to nail this down because we have had some
atrocious exaggerations of figures by well-meaning organizations. We
get completely carried away with some of the things we do on the nuriF
bers game.

iIEALTIT MAINTENANCE ORGANIZATIONS

How many health maintenance organizations do we currently have
under way?

Mr. BuzzELL. We have 45 that are currently receiving financial as-
sistance. They are in various stages of development.

Mr. MICHEL. Is there a maximum amount of Federal contribution tp
an individual IIMO?

Mr. BuzzEm. Depending on the period of development. The maxi-
mum allowance for feasibility studies, as I recall, is $50,000, with
the pcksibility of an extension.

Mr. Mtensr,. Then take me through the chronological steps. After
the feasibility study--

Mr. Buzztf,b. They are entitled to a developmental or planning grant
of a maximum of

Dr. BATALDEN. $125,000. Initial development, up to $1 million or 00
percent of the cost. Then a loan for operation deficits in the period of
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initial operation for a maximum of 3 years, up to $1 million in any
fiscal year, not to exceed $2.5 million in the aggregate for 86 months.

Mr. NIICJIEL. We currently have 45?
Mr. BUZZELL. Forty -five, as part of the initial demonstration pro-

gram before the HMO Act.
Mr. Miami... How many will be coming into their own in fiscal year

1976?
Mr. BUZZELL. I am not sure.
Do you know, Paul
Dr. BATALDEN. We are going through an estimate right now of the

exact status of these existing grantees, as we prepare to do the next,
round of funding under much more tightly defined conditions.

Mr. Miami,. As you were sitting down putting together this budget,
somebody had to put together these figures, and you had to add them
up to come up with a request, and it was predicated on how many?

Mr. BUZZELL. No. It is slightly different. I am talking about the
ones we funded in the past. We may or may not provide any more
funding assistance to any one of those 45. The 1974 budget request
is predicated on approximately 148 grants, contracts and loans. The
1975 budget is predicated on approximately 185 grants, contracts and
loans. These awards maybe to totally new organizations that will be
coming into the system in the next year.

Mr. Nficirkb. Is that just by reorganization or reworking of your
own planning down there, or is that by congressional mandate?

Mr. BUZZELL. Because we now have a congressional mandate, if we
are the recipients of that supplemental, then we will in fact have
funding to go well beyond the demonstration programs we granted
in the last 3 years. For every feasibility grant we made in the last 2
or 3 years, we had to decline a large number of applicants.

Probably, quite likely, there will be many organizations now willing
to embark on an HMO-kind of activity because, in fact, there is legis-
lation to support it. Major companies, for example, have shown an
interest.

NUMBER OF REQUESTS FOR IIMO SUPPORT

Mr. MICIiEL. I have not read through specifically all your justifica-
tions here, but what number of .requesto, a ball park figure, are you
thinking about by way of new legislation ?

Mr. Btizztu. I expect over a thousand expressions of interest or
applicants or organizations requesting feasibility assistance based on
the degree of interest that has been shown to date.

Mr. MICHEL,. If the committee is favorably disposed to give you
what you are requesting, how many of those 1,000 requests would be
favorably acted upon?

Mr. BUZZEi.b. In terms of feasibility studies, this coming fiscal year
we are estimating on the order of 50 or 60 grants that will be funded.

The point I wanted to get across is that in spite of the fact that there
is a high degree of interest, it will take a substantial amount of justifi-
cation to warrant additional feasibility grants and, more significantly,
the provision of a direct loan or a direct grant for the development
and planning stages.

I think the degree of interest far exceeds the amount of funds avail-
able or the amount of funds that ought to be made available.
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Mr. Miciim. If you were to approve 100 or 200 or 300 or 400 rather
than the GO-some--

Mr. litizzEm. Sixty was just in the feasibility area.
Mr. 'Mein [continuing]. Does it not automatically follow that the

following year's request for appropriations would bear n, direct. rela-
tionship by way of increases in money?

Mr. Iltrz ZELL. Yes.

COMMUNEEY HEALTH CENTERS

Mr. P.ATriu We have a community health center under the model
cities program which has dental care facilities. The. director of the
hospital tells me it }ms been marvelous. They have saved the hospital
money.

No one seems to mention that. It is obvious, if you listen to them,
what happened. In the first place, they cut down the traffic, the load
in the emergency wards, the hospital admissions. They have put their
finger on problems where people should have been in the. hospital.

On the overall, he claims it. has helped the hospital in a lot of
respects, and he put a dollar sign on it.

The only thing that bothers me with your reorganization, I am a
little bit lost, here. I am wondering if my little health center was
financed by model cities if it will continue next year.

Mr. BUZZELL. In terms of our reorganization, there is no impact.
think you are referring to the MID reorganization. It is conceivable

and the administration is considering the possibility of those model
cities neighborhood health centers, including the one you are referring
to, as coming over to HEW.

Mr. PATTEN. Pursue that, will von. I have talked to a number of
doctors who were very critical at first, who predicted doom. The ad-
ministrator of the hospital is, I think, a capable fellow. T read in
the paper that t hey are afraid of being phased out.

There can be no question it is needed in that area.
Mr. BUZZELL. The Department of Health, Echication, and Welfare

is exploring that with HUD.-
Mr. P.verrs. From the little project I see it will be good, and I hope

it. turns out that way.
Mr. Buzziler.. Thank you.
Mr. PArrEN. Am I the lea der here. now?
Mr. N.vrcnEa. I have yielded to you.
M. PATTEN. I think we are through on the floor.
Mr. Buzzzi,L. Mr. Chairman, are we still off the record?
Mr. NATcfmn. Mr. Buzzell, you may take off the record what you

want to.
Mr. Buzztra.. Thank you.

INFANT MORTALITY

Mr. PArrpx. In one country, I was told that one-half of all the
babies born died within 1 year, a 50-percent mortality. The govern-
ment people told its that epidemic disease was a big factor. The other
factors. as far as economy and the like, were minor. There was very
little delivery of health care as we know it.
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think I know why many of these things happen, but I do not like
to be reading figures all the time which create the wrong impression.
We were No. 8 in how long men live, and we are No. 22 in the world
in another category.

here some figures were used about child care, including the death
rate. We had prenatal care back in the 1920's. That is nothing new.
We had school nurses in all schools, including nonpublic schools, over
40 years ago.

As far as delivery of health care goes, I think a lot of our muniei-
pal it les do a good job.

One thing bothers me. You list only 31 States as having a few of
these child care departments, and 19 States not having them. Many
programs in our State are diametrically opposite to what you find in
other States. For instance, support of the public schools. That is more
a local obligation through local taxes in my hometown than here in
some States. We have no income tax. We rely upon the local property
tax to finance public education, perhaps more than most areas. It Is
hard to make these comparisons.

I would think if any of you have the time, we could let the American
people know a better figure, a more truthful figure, as a result of our
army of doctors, hospitals, and the like, whether we are No. 22 in the
world.

SCANDINAVIAN REPATRIATES

When you get a homogeneous group like Denmark, it would be
too bad if they could make, a better showing statistically, espe-
cially with what they do in the way of health services. In fact, it is
so good that we have Swedes and Danes who, when they reach the
age of 65, go back to the old country because of the medical care in
Sweden and Denmark and Norway. They get our social security and
a few other benefits, but go back to the old country when they are
worried a little bit. about, their health because they can do better.

With our population, I do not think it fair to list everybody as
being alike and being forever hit by figures that We, are 22d in the
world: I think there should be a fair comparison. I do not like the ---
statistics that are usually put forth. I do not think it is fair to your
Department or fair to our people throughout the country the way
those statistics are arranged.

Do I make myself clear
Mr. Buzzy.L. Yes, you do, Mr. Patten.
Mr. PATTEN. For instance, you are to have a billion dollars, a

thousand million. Since I am in Congress, I am proud that it is
many times what it was when I started in Congress. I would like
to feel I am a factor in developing some of this support.

The truth is, looking at your reorganization, your budget might
be five times what it was in 1965.

Mr. BUZ ZELL. I think your point is well taken. We certainly have
a requirement to do a better and better job with the moneys made
available by this committee and the Senate. We are spending a sub-
stantial sum of money on health care, and it is our responsibility to
make sure we provide the best care we can.

Mr. PATEN.. Let us put out a statement. It is not fair to compare
the whole of the United States with some countries. It does not
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tell me anything if you are going to compare with a country like
Denmark, with 21 2 million people.

T do not think we should be listed with countries like Denmark.
would like to see a comparison that was meaningful for a mixed

population like ours, and make a comparison that would be more valid
than the way we list a lot of these life expectancy and mortality figures.
T do not think they mean much at present, and it is not fair to us in
the Congress and it is not fair to you in the department.

When you asked for $05 million on the supplemental, I attended a
community health planning group meeting and our doctors were the
ones who called the meeting. I was ashamed of myself when I found
their criticism of what we should do in the town and we were not doing,
The Federal Government had nothing to do with it. We were speaking
as citizen's of our home town.

My local hospital is on the frOnt pages, projecting a plan of $13
million for expansion. We had drives for the hospital of $1 or $3
million for an addition. They now have an expansion plan of $13
million.

I read in the paper that this group has a plan for a $0 million expan-
sion in a prosperous area. We have another group in the county that
has no hospital and plans to start one.

was talking with people the other day, some of whom are in the
room. and they say they arc going back home to move for better medi-
cal facilities in their town, which grew from 1.000 in 1947. after the
war, to 50,000 today. There is no hospital. It is a beautiful town, a
suburb. If they take a look, they are lacking in many things.

One of the union representatives said after what they heard here,
they were going back home to agitate for better health facilities in
their beautiful town.

As you work in these programs. especially your community health
programs and family planning. I know they are bread-and-butter
issues to me in my district. If this budget has been cut or services have
been omitted, I will be hearing about it loud and clear from good
people. Don't think T won't.

You have a big responsibility.
Mr. BrZZELT.. Thank you very much.

TWO-YEAR GRANT AWARDS

Mr. N.vrcma, This morning the chairman asked you whether any
'If the fiscal year 1973 funds for community health centers which were
released recently were being used to fund 2-year grants. Your answer
to the chairman's question was "No." Are you sure about. that?

Mr. Iltrzzr.t.t No. T would like to correct the record. As I under-
stand it, some of them are. I am told it is on the order of $2 million.

Mr. NATCHER. So, some are used for what ?
Mr. BuzzEnn. For 2-year funding.
Do you want to add anything, Paul ?
Mr. NATCTIER. Go ahead. This will clear the record.
Dr. BATALDEN. The bulk of these funds are being used to provide

additional services to selected family health centers. Approximately
$3 million will be used for an additional year's funding in seven of the
projects.
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PILYSIOIANS' ASSISTANTS

Mr. NATOHER. Mr. Buzzell, in the request now before the committee,
do we have funds for physicians' helpers?

Mr. Buzzzu. For physicians' helpers. You are referring to the
physician extenders. Yes, a limited amount.

Mr. NATONEIL What is the terminology I
Mr. Buzzztx. I use the term "physician extenders" or "physician

assistants."
Mr. Nkrointst. You say a limited amount.. How much?
Mr. &WELL. Under training funds, $1.5 million.
Mr. NATOHER. A number of universities and colleges throughout

the United States I belleve\have this program, is that not correct?
Mr. BOUM& Yes.
Mr. MATCHER. Here in Washington at. George Washington they have

a program. As 1 understand it, most of the colleges and universities
take only a limited number, 26, 80, or 40. Is that not correct?

Mr. Buzznu. Yes.
Mr, NATOKEIL How much of this .program do you fund? Assume

George Washington University here in Washington. Is this a grant., a
matching program, or what is it?

Dr. BATALDEN. These are training grants that are provided to the
institution under the maternal and child health training grant author-
ity,

Mr.
511 of title V.

Mr. NATMIER. On what basis? Is this an equal matching proposition,
or how is it handled ?.

Mr. Buzau,. As I recall, Paul, that is a direct grant..
Dr. BATALDEN. Yes, it is.
Mr. Bvzznu.. Your question in reference to the one here in Wash-n

r. NATOHER. Any one of them. The one here in Washington, for
instance.

Mr. ROWELL. I would like to submit for the record information on
these examples, including this one, because I do not have

the data with-me.
Dr. BATALDEN. We have a whole list of the projects that are sup-

ported under that $1.6 million.
Mr. NATcrnzu. You may submit that to Mr. Neil, and he will insert

in the record the pertinent parts.
When you get the transcript back, give us a little better explanation

as to how this program works.
Dr. BATALDEN. r es, sir.
[The information follows:]
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PRIVATE INDUSTRY EFFORTS

Mr. PATTEN. Private industry has spent enormous sums of money.
I know who financed and worked in Congress to get some of the pro-
grams for the capitation grants for the nurses to help our community
college have a little nursing school, and things of that type. Private
industry put up a lot of money. We made brochures. We are the ones
who tried to educarte the Members of Congress, not to mention the De-
partment and the White House, as to the need.

When you are spending $1.5 million in this area, I am under the im-
pression we always did things like this. We always had a nursing
school with our hospitals. St. Peters always had a nursing school. You
are not biting off the whole thing.

Mr. Iliazzzth. That is correct.
Mr. PATFEIC Training goes on in a lot of other areas that are not

helped by the Federal Goverbiment.
The medical profession itself, pharmaceuticals and others have been

aware of this, and they have put forth tremendous sums of money in
this area. I do not know how it would compare with the Federal
effort.

Mr. Birzniz. The expenditures that we are making in this area of
training midwives and nurse practitioners is not a very big sum of
money. I think your point is well taken,

Mr. Pyrrsx. this is all brand new.
Mr. Bunsii... That is right.
Mr: NATCIIER. Mr. Shriven

UNDERSERVED RURAL AREAS

Mr. SHRIVEL Several places in your justifications you mentioned
that specific programs under your jurisdiction are supposed to im-
prove the availability of health services in underserved areas. I am
wondering if you would provide for the record a summary of these ef-
forts and the amounts requested for them. That would be helpful to
the Members of Congress, especially those who are from the more rural
wail of the country. I know I have received requests from my State
asking what the Government is doing.

Mr. BUZZEIL. We will be glad to do that, Mr. Congressman.
[The information follows
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SUMMARY 01 BUREAU OF COMMUNITY HEALTH SERVICESRURAL HEALTH ACTIVITIES

NC: and estimated level of rural
Major activity Rural activities

Community health centers ($36,600,.
000 In neigh hood heal centers
and $3,300,000 In fami y health
Centers).

Migrant health ($23,750,000)

Meter d child health ($25,500,000
for proprotect vents. It N not possible
to esti 41.1111: amount IP formula

flints. However, legislation requires
piles on yural areas and tnis is

te in ter of in IN maternal and
child hes fcrula by weithtIng
rural nee rthe I' a factor oil to I
Urbaplanningi ris

Family (6 9,500,000)

Najknal Health Service Corps ($7,.
IM,000).

0(0,meIntenent.
organizations

(810,000).

Crantsfacompthenglye public health
services.

Ambulatory health care programs
providing s broad rep of health
eve services Milne to to meet needs
of the lariat population.

Migrant end seasonal fermworlters and
fir googlies provided access to

filth tail services
Preventive Neel services provided to

inothill a Od children and diagnostic,
neatment Ind followup cm provided
to children with cflyirli of other
hendkePOng illness. ,

Voluntary Ism% planning services eft
made *Yellede to anyone desiring
such services. particularly thOe
unable to pay.

Small to nu of health professionals are
placed in health manpower shortage
areas,

Comprehensive health services (ambu
!wry and Inpatient) are provided on
a prepaid Donation basis.

Formula grants to assist States in
esNoilss. ning adequate public health
service

2$ of a total of 11$ neighborhood health
centers and 22 of 39 family health
centers are Pitying rural areas.

103 protects are serving Mal

16 of 61 maternal and Infant care
pprojects. $ of 62 children and youth

rotects sod 5 of 1, dentel_poluts
are In form Ire s. UM eddl-
tion fotnula grants for maternal
and child health services end 56
formula grants for crippled children's
ellrekee IVIlloild activities, many of
which re in fund ifiss,

271 of 350 grunts 1)(4+4144 for services In
rural areas.

146 of 183 communities are In rural
areas.

Statute (Public Lew 93-222) rekulas
percent set aside a II Imp yeas
funds toga to rural areas.

States use girt of the funds to support
activities which help rural areas, but
there is no way to estimate turd
versus urban.

MATERNAL AND CHILD HEALTH

Mr. SHRIVER. I notice that the shift to an all-formula grant basis
for maternal and child health services results in a substantial increase
in the amount of funds for the State of Kansas and other States, at
least according to the statement on page 85 of the justification book.
Kansas would get about $1 million more and many other States con-
siderably more in the 1976 estimate.

On page 33, you have a numerical breakdown of new projects re-
quired by law in some States as a result of this shift to all-formula
grants in maternal and child health services.

Mr. BuzzEm, Could I make one point, Mr. Shriver, because it does
impact your State.

In this year of converting from project to formula grants, and with
the release of funds, it is a very complex equation as to how much each
State will receive. I wanted to be very sure today that we did not in-
correctly leave you with the impression that your State was going to
receive a substantial increase.

Mr. SHRIVER. It looks that way to me.
Mr. BUZZELL. That is, I am afraid, incorrect. We will supply to you,

either at your office or for the record, more exact data on that.
Mr. SHRIVER. The cost increases shown in the estimates for 1975

affect all members of the subcommittee.
Mr. r3uzzxm, I will be glad to provide that information.
Mr. PierrEN. We cannot be equal in everything. Kansas got the gaso-

line and we did not get it in the allocations. Under your program, if
you give Kansas a little bit less, it may be equitable.
[CLEntc's Nam. The information appears on page 643.]
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Mr. Stains. Does the "hold harmless" provision affecting thifp
change in the maternal and child health program expire after fiscal
191161

Mr. BuzzELL Yes. We are trying to match two objectives that the
Congress passed, trying to balance two objectives of the Congress, one
of which was to hold harmless some of the States, the ones that here,
tofore were' getting the bulk of project money, while at the same time
taking recognition of the fact that many of the States, particularly the
rural States, were not providing all of these services in the maternal
and child health program, and thus had to have increased funds. The
balancing of the two objectives is giving us some difficulty.

Mr. Si !RIVE*. Are the funds requested for the support of university-
affiliated centers for the maternally retarded sufficient to fund these
centers at their 1974 operating level?

Mr. Buzau,. Yes, the funds are adequate for that purpose.

NATIONAL HEALTH SERVICE CORPS

Mr. SHRIVE% Would you list for the record the communities which
are or will be benefiting from the National Health Service Corps
personnel in fiscal year 19754

Mr. Buzz ELL Yes, we will.
Mr. SHRIVEL Or for whatever period vou have that information.
Mr. 13ozzErz. I think the way you askea for it is the best way to do

it We know with a high degree of certainty where we will be in
July of 1974, and we will use that as our point of reference. Thank
you.

(The information follows:]
Can you provide a list of NHS0 communities that will be staffed as of July

19747
The following list will show the NBSC communities that will be staffed its

of July 81, 1974. In addition, we are In the process of matching 85 to 40 potential
assignees to N1180 communities for assignment in the first quarter of fiscal
year 1976.
Alabama : CaliforniaContinued

Cherokee. Rio Linda.
Goodwater. San Francisco.
Red Bay. Union 1 City.

Alaska : Brownsville.
Anchorage. Guerneville.
Unalaska. Colorado :
Yakutat. Saguache.
Galena. Westclifte.

Arizona ; Pagosa Springs.
Benson. Yuma,
Manna. Rangely. .

Arkansas : Rocky Ford.
Lewisville. Sterling.
Marianna. Watsenhurg.

California : Canon City.
Hollister. Connecticut : Enfield.
Isleton. Florida :
Livingston. Immokalee.
Orland. Cross City. _

Banning. Bel le Glade.
Bishop. Branford.
Brentwood. Frostproof.
Etna. Georgia : Atlanta.
Eureka.



Idaho ; Nampa.
Illinois :

Rock Island.
Waukegan.

Indiana :
Columbus.
Indianapolis.
Brownstown.
Rushville.
Liberty.

Iowa: Eldora.
Kanaas:

Haven.
Louisburg.

Kentucky:
Louisville.
Buckhorn.

Louisiana :
New Orleans-Alglers-Fischer.
Plain Dealing.
New Orleans-St, Bernard.

Maine:
Lubec.
Calais.

Maryland
Baltimore-Homestead-Montebello.
Baltimore-O'Donnell Heights.

Michigan
Decatur.
Kalamazoo.
Newberry.

Minnesota : Clinton.
Mississippi :

Philadelphia.
Hickory.
Lexington.
bekalb,
Tehula.

Missouri:
Kansas City.
Winona.

Montana :
Cheater.
Shelby.
Terry.
West YelloWstone.
Superior.
Fort Benton.
Kalispell.
ScobeY-

Nebraska :
Bassett.
North Bend.

New Hampshire:
Colebrook.
Littleton.
Gorham.
North Conway.
Newport.

New Mexico :
GalluCruces.p
Las
Jemez Springs.
Santa Fe.
Tierra Amarilla.
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New York :

Boonville.
Cato.
Utica,
West Winfield.
li.triners Harbor,
PerkinsvWe.
Rochester.
Richmondville.
South Bronx-Montetiore.
Walworth.

North Carolina :
Plymouth,
Marton.
North Wilkesboro.

North Dakota

(tackle,
LaMoure.

Oklahoma : Ringling.
Oregon:

Brookings.
Woodburn,
Condon,

Pennsylvania:
Broad Top City.
White Haven.
East Brady.
Alexandria.
Pi ttsburgh-Hazelwood.
Orbisonia.
Spring Mills.
West Grove-
Philadelphia-Philadelphia Medical

Center.
Philadelphia-People's Neighborhood

Medical Center.
Philadelphia-Episcopal HusPitsi,
Windsor.
South Gibson.
Holstead.
Philadelphia-St. Christopher

Hospital.
Pi ttsburgh-Merey Hospital.
Snow Shoe.
Warminster Heights.

South Carolina :
Beaufort.
McCormick.

South Dakota :
Fa ulkton.
Martin.

Tennessee:
Monterey.
Parsons.
Surgoinsville.
Tazewell.
Wartburg.
Rutledge.
Spring City.
Kingston.

Petrov.
Texas:

Claude.



Texascontinued
La Marque.
Harlingen.
Rio Grande City.
Wae ider.
Eagle Pass.

Utah : Tooele.
Vermont s

Bristol.
Hardwick.
Island Pond.
tiYudonville,
Wateriabury.

Virgin:
Grundy.
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Washington--continued
Grand Coulee.

Seattle.
Union.
Stevenson.

West Virginia :

West Union.
Glenville.
Harts.
Union.
War.

Wisconsin:
Labarge and Soldiers Grove,

Hays!. Neopig.
Louisa. Wyoming :
Newport News. Lusk.

Washington : Sundance.
Barrington.

PROFESSIONAL STANDARDS REVIEW ORGANIZATIONS

Mr. SHRTVER. You mention that the Bureau of Quality Assurance
in your administration has operational responsibility for the imple-
mentation of the profe ional standards review organization program,
but the budget request comes under the Office of the Assistant Secre-
tary for Health. Is that a temporary arrangement until the program
gets moving? Why should it be spread around?

Mr. BMW,. The answer is that it is the intent of the Assistant Sec-
retary for Health that that be a temporary arrangement. In the passage
of the legislation, emphasis was placed on wanting this program lo-
cated at the highest possible level, and had it located in the office of the
Assistant Secretary for Health.

As a consequence, in trying to follow that mandate, the Department
has established that the Deputy Assistant Secretary for Healtht Dr.
Henry B. Simmons, would have the responsibility for the PS110
pro,gram.

Once it becomes fully operational, it is our intent to have the total
responsibility with Dr. Goren in the Bureau of Quality Assurance.

puBLIO HEALTH SERVICE HOSPITALS

Mr. SHRIVER. We have heard a lot about the closing of Public Health
Service hospitals. I take it you have given up on that.

Mr. BuzzELL. We are very anxious to follow not only the intent of
the Congress but the law, and the law is quite explicit that in order to
close one of these facilities we need the concurrence of Congress to do
that. As a consequence, it is our posture now that if we were to ascer-
tain that one of the hospitals was no longer needed, we would in fa
present a plan to Congress requesting concurrence to dose that facility.

Mr. Suatvzs. Would it take quite a bit of money to make these
facilities feasible or economic?

Mr. l3trzzsm. We are putting a sum of money into the repair and
improvement of some of these facilities, basically to bring them up to
standard. In many instances these facilities are economically com-
petitive for a number of reasons. They do not have the capital improve-
ment costs anymore. They do not have depreciation. The salaries of
the personnel there are not very high. They are competitive.
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LOW-IMPACT MIGRANT AREAS

Mr. SHINER. What special approaches are you planning in fiscal
year 1975 to meet the health needs of migrants in lowimpact areas?
You are requesting an increase of only $250,000.

Mr. BUZZELL. Generally speaking, the approaches are not special
approaches. It is more in lino with the need to work more closely with
the State in order to see that the State provides more assistance, in
order that the medicaid programs in the various States are made avail-
able to the migrants. The hospital demonstration project we talked
about this morning is in fact a special approach, I suppose. We are
attempting to provide hospitalized coverage for the migrants,

It is through that application of technical assistance, for example,
using our Center for Disease Control, providing training assistance to
the States in order that they can in fact more effectively enforce the
standards or see that the migrant camps in both low- and highimpact
areas are in fact administered better for the patients.

I do not want to leave the committee with the impression that we
have a special program or funding that will do something different
in the migrant health area.

Mr. SHRIVEL You have been a helpful and a good witness.
Mr. BUZZELL. Thank you very much.

TUSIMGEE STUDY

Mr. CONTE. How will services be provided to the Tuskegee study
survivors-by reimbursing their own physicians or by PHS personnel
and facilities?

Dr. SCENCER. The surviving participants have been provided with
a card which permits them to receive medical services from the health
care provider of his choice. Bills are paid directly by the Public
Health Service.

NATIONAL IlEAMI SERVICE CORPS

Mr. CONTE. How many States have National Health Service Corps
teams in them f

Mr, BUZZELL. As of March 31, 1974, 43 States and the District of
Columbia have teams.

[The States are as follows:]
1. Alabama. 23. Montana.
2. Alaska. 24. Nebraska.
3. Arizona. 25. New Hampshire.
4. Arkansas. X New Mexico.
5. California. 27. New York.
0. Colorado. 28. North Carolina.
7. Connecticut. 29. North Dakota.
8. District of Columbia. 30. Ohio.
9. Florida. 31. Oklahoma.

10. Georgia. 32. Oren.
11. Idaho.' 33. Pennsgoylvania.
12. Illinois. 34. South Carolina.
13. Indiana. 35. South Dakota.
14. Kansas. 343. Tennessee.
15. Kentucky. 37. Texas.
10. Louisiana. 38. Utah.
17. Maine. 39. Vermont.
18. Maryland. 40. Virginia.
19. Michigan. 41. 'Washington.
20. Minnesota. 42. West Virginia.
2L Mississippi. 43. Wisconsin.
22. Missouri. 44. Wyoming.
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Mr. CoNTE. What is the process by which an area gets a National
Health Service Corps assignee?

Mr. Buzzimr, The Secretary designates areas having critical health
manpower shortages under provisions of Public Law 92-585. After a
community has been designated, the National Health Service Corps
provides technical assistance to the communities in preparing applica-
tions for the assignees. Once the application is completed it is reviewed
by the regional health administrator and his staff and is either ap-
proved, approved with conditions, or disapproved. The conditions
may require the submission of additional information on pertinent
items or require that the comments from the comprehensive health
planning agencies and local governments be received prior to final

pprovai.
Once the community is approved, recruitment for assignees begins

both in the regional other and nationally. Potential assignees are given
a choke of some six different sites from which they choose one to es-
tablish their practice. A community although approved may not
receive a professional assignee for some time, since the election to
serve in a given community rests with the assignee himself. Generally
speaking, however, the procedure outlined, with numerous added
facets of activity, will accomplish the assignment of a National Health
Service Corps professional to a community,

FAMILY IIEALTII CENTERS

Mr. CON 7E. You mention the possibility of converting some of the
family health centers into HMO's. Is this going to be possible for any
of the neighborhood health centers, too?

Mr. Btrzniz. Yes; in the sense that some neighborhood health
centers will be offering services on a prepaid capitation basis which
incorporates some of the basic HMO concepts. But as I said in rela-
tion to family health centers, this does not mean we will be refunding
them as HMO's under the new legislation.

Mr. Co'. re. What is the enrollment range of the family health
centers and what have you found is the minimum population for
which such a service can be economically setup?

Mr. Buzzy.u. Based on the last quarterly report, enrollment ranges
from 151 in a program just 'beginning the marketing and enrollment
process, to 5,000 in a project which has been operating with a contract
arrangement involving the State medicaid program and other private
health plans.

We don't think we havt4iufficierit operating experience yet to say
what the minimum, enrollment is to support a family health center.
The original assumption was that 5,000 enrollees was the minimuth,
but we will be looking.at this along with many of the other factors
which affect the economic viability of a center.

NEIGHBORHOOD HEALTH CENTERS

Mr. CONTE. For the neighborhood centers, do you have an average
annual cost per patient served?

Mr. BVZZELL. At the chairman's request, this information will be
supplied for the record.

{Clerk's note : The information appears on pages 80 and 81 of this
volume.]
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Mr. CONTE. Neighborhood centers are about 1 in 4 of their target
populations. Is the capacity, of the centers the limiting factor Do
you have any estimate of the number of children in the target popu.
lations not served yet?

Mr. BuzzErx. It varies with the center but in some cases the capacity
of the center would be the limiting factor. However, the term "target
population" generally refers to the number of persons living within
the geographic area which the center itself feels might avail them.
selves of their services. Of course, we would never expect a center to
fully serve all of the "target population" because of the very nature
of the medical market in every community and the reality that some
persons will go to other sources of medical care for their health needs.

We don't have specific data on the total "target population" by age,
sex, and other factors. Of the 112 million persons served by the centers
in 1974, we estimate 40 percent or 480,000 to be under age 15.

MATERNAL AND CHILD HEALTH

Mr. Corm. You're going to redistribute $25 million to satisfy the
hold harmless requirement of the maternal and child health project
grant extension legislation. Where is the $25 million going to be trans-
ferred from I

Mr. Brizazut. The $25 million is comprised of $7 million which was
made available in 1974 and continues under se Lion 516 and $18 million
which was previously requested under section 603. Together, this totals
the $25 million to be distributed to States under section 516 authority
in 1076.

This does not completely satisfy the hold harmless provision of sec.
tion 516 but combined with other actions the Department is planning,
it will minimize the impact of the conversion from project to formula
grants.

Mr. Cowrz. Mandatory maternal and child health service packages
are going. to require your setting up as many new programs as you
already have in existence. How are you going to do this without addi.
tional funds?

Mr. BURRELL. Under the 1975 maternal and child health program,
States have the responsibility for establishing projects in each of five
service areas. However, based on information from States, the projects
now supported will continue to receive assistance through the State
formula grant. But in States where any of the five service areas are
not now provided, it will be necessary .for the States to make such
arrangements. We estimate this to require 162 new State initiatives.

Through distribution of $25 million under section 516 and the avail-
ability in 1976 of $10,472,000 in released project grant funds, the States
and projects will have nearly as much available to them in 1976 as in
1973. The funds available under the formula distribution in 1976 will
proviae for continuation of existing projects and will allow States to'
initiate new projects.

TRAINING OF NURSE MIDWIVES

Mr. Cowrz. How much are you spending in 1974 on training nurse
midwives and other physician assistants? How much in 1975? Will
you compare the number of trainees for the 2 years?
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Mr, Buzzatz. Under section 511, 01,600000 is being spent in 1074.
The same amount, will be spent, in 1975. The same number of health
personnel, that is 150, will receive long-term training under this pro-
gram in both years. In addition, approximately 60 such personnel will
receive short-term training.

Mr. Nairoura. We want to thank you and your associates, Mr.
nuzzell, for appearing before our committee at this time in behalf of
your budget request for fiscal year 1975 for the Health Services
Administration.
. It has been a good hearing, and 'we want to thank you.

Mr, BuzzELL. Thank you very much.
Mr. NA'rCHER. The committee will adjourn until 10 o'clock in the

morning.
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JUSTIFICATION OF THE BUDGET ESTIMATES

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

HEALTH SERVICES ADMINISTRATION

Health Services

Amounts Available for ObligationV

Approorietion

1974
Revisei 19_11

$1,96,40cliff$860,280X60

Proposed supplementale* 67.410,000
Subtotal, adjusted appropriation 927,750,000 11

Real transfers tot

"Departmental management for department
vide reduction in public affairs" -204,000 ---

"General Services Administration" -168,060 ---

Comparative transfers tot

"Departmental management" -469,000

"Office of the Assistant Secretary for
Health for administrative support
Activities" -6,447,000

"Office of Human Development" -600,000

"Health Resources" - 11,196,000

"Alcoholism, Drug Abuse and Mental
Health Administration" -42,000

"Office of the Director, National
Institutes of Health" -47,000

Comparative transfer from,

"Office of the Assistant Secretary for
Health" +4,100,000

Subtotal, budget authority 912,677,000 896,405,000

Receipts and reimbursements ftomt

"Federal funds" 19,597,000 19,644,000

"Trust funds" 5,613,000 5,774,000

"Non-Federal sources" 568,000 568,000

Unobligated balance, start of year --- 5,463,000

Unobligated balance, transferred 3,213,000 - --

Unobligated balance, end of year -5,463,000 -1,736.000

Total, 1974 base obligations 936,205,000 926,118,000

Unobligated balance, restored .. +46,881,000

Total,obligations .. 983,086,000 926,118,000

- I/. Excludes the following amounts for reimbursable activities carried out

by this accountt 1974 - $5,566 J00; 1975 - $6,506,000.

* Including pay transfer (+$2,6,0,000).



funmary of Change

197etatisatad obligations 6083,086,000
MS estimated obligations

Net change Tog!:
111

14$

Increases:

A

8.

1211iiif:
1, Annualisation of

Octobar 1973 pay raise
2, Within grade and longevity

increase,
3. One extra day of pay
4. Social Security contribution
S. Increases for CHEW Working

Capital fund, HS& Service
and Supply Yund, and PTS
and ITC charges

6. Contract service, and
medital cars and supply
price increases

7. Payment to Gm:viral Services
Administration for rent

8. Annualisatioe for 100 new
positions for Health
Maintenance Organisations.

Subtotal

Bat,

ir titoluttPos. Mount

MOO

461WIS 000

000 000

00.01 000

0,00 0410

;, 4000

$1,458,000

1,668,000

232,000
46,000

.481,000

1,458,000

4,529,000

1,784,000

11,656,000

!must

1. Community health services:
(e) Maternal and child

health:
(1) Grants to States $132,678,000 .. 111,273,000

(e) Migrant hoalth ... 23,750,000 --- 250,000
(f) Health maintenance

organisations 100 65,000,000 25 416,000
(g) National health service

corps 405 9,849,000 146 200,000
3. Patient care and spacial

health services:
(a) Patient care 3 084 109,914,000 1,600,000

4. buildings and facilities..,. --- ... 5,027,000
3. program management 893 33.132.000 10 50.000

Subtotal --- an0 181 118,818,000'

Total, increases 000 No 181 130,472,000
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Bast Change from A440
Pos. Amount Pos. Amoupt

Dec teases:

-66,354,000

A. Built-in:
I. Mon-recurring costs in 1974

B. fIgBIBMI

1. Community health Services:
(a) Community health centers --- $211,500,000 Oils. 11,100.000
(c) Maternal and child

health:-

(2) Project grants .. 121,745,000 ... -121,745,000
(d) Featly planning .. 131,024,000 -30,409,000
(f) Health maintenance

organisations 100 65,000,000 .. -5,000,000
4. Buildings and facilities .. 12,000,000 .. -12,000.000
S. Program management 89_3 33,132.000 - -- -832.000

Subtotal -- ... ... 81,086,000

Total, decreases ... ... ... -187,440,000

Total, net change ... 181 -56,968,000

Explanation of Chanses

Increases.

A. Built-in:

An increase of $11,656,000 is for mandatory items. Of this /amount,
$1,458,000 is for 1974 annualisation of the October 1973 pay raise;
$1,668,000 ii for additional costs of within grade and longevity increases;
$232,000 for the cost of one extra day of pay; $46,000 increase in Social
Security contributions; $481,000 for DREW Working Capital Fund, RSA Service
and Supply Fund, FTS and PEC charges; $1,458,000 for contract services and
Medical core and supply price increases; $4,529,000 for payment to GSA for
rent; and 41,784,000 for Annualigation for the 100 new positions for
Health Maintenance Organisations.

B. Protract:

1. Community health services:

(c) Maternal and child health:

(1) Grants to States - The increase of $111,273,000 reflects the
incorporation in 1975 of project grant funds into the formula
grant program. This is in accordance with P.L. 93-53.

(e) Migrant health - The increase of $250,000 supports the development
of special approaches to meet the needs of migrants in low-impact
areas.
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(f) Health maintenance olitanliettOne - The increase of $416,000
supports 25 new positions in 1975.

(g) rettonei health service cores The increase of $200,000 supports
146 new positions in 1975.

3. patient care and specie% 10410 services:

(a) Patient cart The increase of $1,600,000 In 1973 is requested
to provide health Care to the participants in the 1932 Public
Health Service study of untreated syphilis at Tuskegee.

4. juildinee and facilities The increase of $5,027,000 provides for
repairs and improvement projects for the PHS outpatient clinics and
the PHS Leprosarium at Carvills, Louisiana.

S. program manetemenk The Increase of $50,000 supports 10 new positions
for the National health service corps in 1975.

Decrees's:

A.

The decrease of $6,354,000 is for non - recurring costs for the following
items: $2,200,000 for Health maintenance organisations techniCel assist'
enc. contracts; $1,043,000 for National health service corps contracts
resulting from the additional $2,000,000 appropriated in 1974 by
P.L. 93.102; $1,277,000 for drugs and medical supplies for PHS hospitals
resulting from the additional $3,000,000 appropriated in 1974 by
P.L. 93.1921 $1,729,000 for project_pontracts, and $105,000 for equipment
and other contractual services in program management

S. Pres:ram:

1. Community health services:

(a) Community health centers - The decreile of $11,100,000 is attri-
buted to: $5,100,000 for expected savings due to improved project
management and $6,000,000 for one-time costs associated with, the
relesee in 1974 of the 1973, impounded funds.

(c) Maternal and child health:

(2) rimiest grants - The decrease of $121,745,000 reflects:
$111,273,000 for the incorporation in 1975 of project grant
funds (after one year of extension) into the formula grant
program, in accordance with P.L. 93-53 and $10,472,000 for
one-time costs associated with the release to 1974 of the
1973 impounded funds.

(d) Family planning - The decrease of $30,409,000 is for tho one -time
costs associated with the release in 1974 of the 1973 impounded
funds.

(f) Health maintenance organisations - The $5,000,000 net decrease
results from a $20,000,000 decrease for loans and loan guarantees
and an increase of $15,000,000 for grants and contracts.. _ _

33-029 0 - 74 II
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4. Byjidinks and facilities The decrease of $12,000,000 represents 074
et.ligations for repair end modernisation of the ANS hospitals.

S. ProAr4m ganaLement - The decrease of $872,000.for costs associated with
the Si position reduction in Maternal and Child Health reflects the
incorporation of the project grant program into the State formula grant
program in 1973 and the transfer to the States of additional responsi-
bility for technical assistance, consultation, and the revive end
monitoring of project proposals and operations.
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Obligations by Activity

11

1974 1975
Base* Estimata

Pos. Amount Poo. Amount Pos.

%cress' OT
Decrease

Amount

21

24

Community health
servicass
(a) Community

health
cantata --- $205,500,000 --- $200,400,000 --- -$5,100,000 ti

(211,500,000)
27 (b) Comprehensive

health grants
to States 63 90,000,000 63 90,000,000 --- -

29 (c) Maternal and
child health:

31 (1) Grants to
States - -- 132,678,000 243,951,000 +111,273,000 6/

(2) Project
grants - -- 111,273,000 --- -111,273,000 II/

(121,745,000)

34 (3) Research and
training --- 21,917,000 21,917,000
Subtotal --- 263,868,000 265,868,000

(276,340,000)
16 (d) Family planning. 100,615,000 100,615,000

(131,024,000)
39 (s) Migrant health --- 23,750,000 24,000,000 +250,000 C/
41 (f) Health

maintenance
organizations 100 65,000,000 125 60,000,000 +25 D/

45 (g) National health
75,000,000

service corps 405 9,849.000 551 9,255,000 +146 -594,000 E/
Subtotal 568 760,592,000 739 750,138,000 +171 -10,444,000

(807,463,000)

47 Quality assurance 224 5,613,000 224 5,774,000 +161,000 7/

49 Patient care and
special health
services:

50 (a) Patient care 5,084 109,914,000 5,084 114,226,000 +4,312,000 Cl
52 (b) Coast Guard

aid teal

services 151 8,154,000 151 8,344,000 --- +190,000 VI
5; (c) Federal employee

health 264 5,565,000 264 5,626,0 00 +61,000 I/
54 (d) Payment to

Hawaii --- 1,200,000 --- 1,200.000
Subtotal 5,499 124,833,000 5,499 129,396,000 --- +4,563,000

55 buildings and
facilities -- 12,000,000 --- 5,027,000 - -- -6,973,000 J/

Budget authority (14,250,000) (1,300,000) (-12,950,000)

56 Program management 893 33,177,000 903 35,783,000 +10 +2,606,000 K/
Total obligations

(bases) 7,184 936,205,000 7,365 926,118,000 +181 -10,087,000
Total obligations (983,041,000)

* 1974 Base - Exclude. 1973 appropriation restorations. Total obligations
shown in parentheses.
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txplenation of Changes

J Community health centers - The decrease of $5,100,000 is attributed
to expected savings due to improved project management.

8/ Maternal and child health - to 1975 project grant authority expires;
therefore, all grant funds will be administered on a formula grant
basis.

1/ )(Savant health - The increase of $250,000 supports the development of
special approaches to meat the needs of migrants in low impact areas.

D1 Heaith maintenance organisations - The net decrease of 45,000,000
includes decreases of 20,000,060 for the loan fund and $2,200,000
in non-recurring technical assistance contracts and increases of
$15,000,000 for grants and contracts, $1,784,000 for snnualisition
of 100 positions new in 1974 and 4416,000 for 25 new positions in 1975.

P/ Rational health service corps - The $594,000 reduction is a net
decrease oft mandatory increases totalling $249,000; a program
increase of $200,000 to support 146 new positions; and a decrease
of $1,043,000 for non - recurring contract requirements.

1/ Quality assurance - The increase of $161,000 is for sandatories.

/ Patient care - The increase of $4,312,000 provides $1,600,000 for
health cars to the participants in the PHS study of untreated
syphilis; $3,989,000 for mandatory increases; and a decrease of
$1,277,000 for non-recurring costs.

H/ Coast Guard medical services - The $190,000 is for mandatory increases.,

I/ Federal employe. health - The increase of $61,000 is for mandatory
increases.

J/ buildings and facilities - The decrease of $6,973,000 reflects the
change from non-recurring 1974 funding for PUS hospital modernisation to
a nominal y7 quest of funds for repairs and improvements.

8) Program management - The increase of 42,606,000 is the net result of
the following; (1) program increase of $50,000 to support 10 positions
in the National health service corps; (2) program decrease of $832,000
associated with the 53 positions in Maternal and child health which
were not restored; ()) mandatory increase for rent payments to the
General Services Administration of 44,529,000; (4) built-in decrease
of $1,729,000 for project contracts; (5) built-in decrease of 4105,000
for equipment and other contractual services; and (6) 4693,000 for
mandatory increases.
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OblitatiOne by Oblect

1974 1975
Estimate Estimate.

Intrados
or

Decrease

Total number of permanent
positions

Pull -tire equivalent of all
other positions

Average number of all
employees

7,184

414

7,511

7,165

416

7,631

+181

+2

+120

Personnel compensations

Permanent positions $94,330,000 $98,437,000 +$4,107,000

Poilitions other than
permanent 3,082,000 3,064,000 -18,000

Other personnel coupe:n-
otation 4,816,000 4,847,000 +31,000

Special personal service
payments 375,000 375.000 - --

Subtotal, personnel
compensation 102,603,000 106,723,000 +4,120,000

Personnel benefits 15,281,000 15,722,000 +441,000

Benefits for former
personnel 218,000 -218,000

Travel and transportation
of persons 4,214,000 4,544,000 +330,000

Transportation of things 1,633,000 1,649,000 +16,000

Rant, communications and
utilities 3,727,000 8,560,000 +4,833,000

Printing and reproduction 623,000 643,000 +20,000

Other services 33,406,000 29,452,000 -3,954,000

Project contracts 17,203,000 12,231,000 -4,972,000

Supplies and materials .13,011,000 12,208,000 700,000,

Equipment 3,181,000 3,131,000 -50,000

Investments and loans 35,000,000 15,000,000 -20,000,000



180

Obliast'iona by Oblast

1975
Setileate

Incrosso
or

Docresao

1974
!sheets

Grants, subsidise and
contributions 753.190.000 716.465.000 -36.231.000

Subtotal 983,296,000 926,328,000 -56,968,000

Deduct quarters sad
subsistence charges (-) .210,0q9 -210.000

Total obligations
by object 983,086,000 926,118,000 -56,968,000

Total obligations excluding
1973 appropriation 936,205,000 926,118,000 -10,087,000
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Significant Items in House and Senate
ApprooriltiaLSABALLIIIlegorts

/La Action liken or to be Taken

1974 Senate Report

bitront Health

1. The Committee suggestion that the
Bureau of Commodity Health Services
take steps to gain experience with
issues related to Migrant hospitali
action and to develop an appropriate
relationship with staff of the Social
Security Administration'. Medicare
program (page 29).

Metional;Health Service Corps

2. The Comalttei ouggestioa that the
Department redouble its efforts to
hire the necessary health care staff
and place them in the field to serve
those citizens living in medically
underserved area. (page 30).

1. During fiscal year 1974 the
Bureau of Community Health
Services allocated $3,000,000 in
migrant health funde lor a special
project designed to provide
hospital care effectively and
economically to a selected migrant
population and to gather and
evaluate data on hospital utilisa-
tion and cost of hospital services
The Bureau of Health Insurance,
Social Security Administration,
serves as fiscal intermediary for
reimbursing hospitals for care
provided to eligible migrants in
this demonstration. Six migrant
projects have initiated programs
with nine hospitals to provide
access to inpatient services at a
fixed daily rats for approximately
50,000 migrant..

2, Through an organised program
of visits to medical schools,
contacts at professional meetings,
letters to prospective members,
advertisements in professional
journals, exhibits and posters,
the Corps has increased its
recruitment of physicians and
dentists (role 14 in 1971 to 333
in fiscal year 1974. As of
January 31, 1974 there were 340
health professionals assigned to
183 communities, It is expected
that by July 1974 there will be
405 health personnel assigned in
approximately 220 communities
vith'critical health manpower
shortages.
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jranitv PlinninkServices

3. The Committee direction that ell
family planning activities conform
with the "voluntary partitlpition"
and "prohibition of abortion" pro-
visions of the Foully Planning
Services and Population Research
Act of 1970 (page 30).

Nelabborhood Health Cnters

4. The Committee's approval of
management improvement efforts and
expectation of increased collections
against existing entitlements parti-
cularly of Medicare and Medicaid
(page 28).

OW° Tqhen or to be Taken

3. Action is continuous to
ensure that projects funded
under the family Planning and
'Population Research Act of 1070
(Title X) comply with the legis-
lative mandate that services
oust be voluntary and abortions
are prohibited. These provisions
Cr. addressed in the Title X
Regulations published September
15, 1971, as well as in the
Title X guidelines currently
under development. furthermore,
before a service grant is
*warded or refunded, assurance
is received by the Regional
Office that the project is in
compliance with these require-
ments. Project grant performance
measures are currently being
developed which will further
ensure that these provisions are
considered by the Regional
Offices When measuring the per-
formance of a grant.

4. A major financial inventory
involving 60 neighborhood health
centers indicated that collec-
tions from alt third-party
sources were et a level of 13%
of total operating costs, With
improved fiscal management prac-
tices and effective, fair agree-
ment. with third-party more,

collection level of approxi-
mately 20% appears feasible.
it is expected that all neighbor -
hood health center. will complete
the financial inventory process
by the end of fiscal year 1974.
In addition, implementation of
the Health Services funding
Regulations (effective Jan. 1,
1974) will enable projects to
recover all available financial
reimbursements. These increased
collection, will allow the.
projects to serve a greater
number of people residing in
the target populations.
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AshoTistut

Legislation

Public Health Service Acts

Title III

Section 310 Migrant Health Grants
Section 314(d) -- Grants for Comprehensive
Public Health Services

Section 314(s) -- Prolect Grants for
Health Services Development

Section 329 -- Assignment of Medical end
Other Health Personnel to Critical Heed
Areas

Section 331 -- Were indefinite

1913
Appropriation

Antborims). requested

2/

11

Title X

Section 1001 --
Projects

Section 1003 --
Projects

Section 1004 --
Section 1005 --

end Education

Title XIII

Family Planning Service

Family Planning Training

family Planning Raseerch..
Pertly Planning Information

Jf

1/

624,000,000

90,000,000

200,400,000

12,383,000
1,200,000

94,500,000

3,000,000
2,515,400

600,000

Section 1309(s) -- Health Maintenance
Organisstions grants and contracts for
feasibility surveys, planning, and
initial development 655,000,000 40,000,000

Section 1309(b) and 1308(e) -- Health
Maintenance Orsenisations Loans and
Loan Guarantees for initial operation
coats 75,000,000 2/ 15,000,000

Social Security Acts

Title V

Section 501 -- Maternal and Child Health
and Crippled Children's Services 350,000,000 240,868,000

Section 516 Supplemental Allotments Indefinite 25,000,000

1/ Authorisation expires June 30, 19741 extension legislation is proposed.
Authorization for loop guarantee is indefinite.
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wealth Service's

Year

Sudaet
Estiests
to Contrees

House
Allowance

Striate

Allovanco Appropriation

1965 $142,536,000 $142,416,000 $143,064,000 $143,064,000

1466 196,616,000 107,480,000 183,480,000 197,980,000

1967. 242,521,000 242,271,000 242,271,000 242,271,000

1968 410,599,000 383,406,000 384,209,000 383,806,000

1969 313,476,000 454,847,000 457,847,000 456,347,000

1970 453,507,000 461,297,000 463,207,000 463,207,000

Trust funds
transfors 4,320,000 4,320,000 4,320,000 4,320,000

1971 519,798,000 519,798,000 525,940,000 521,248,000.

Trust fund
transfers 4,320,000 4,320,000 4,320,000 4,320,000

1972 648,578,000 652,596,000 693,477,000 664,046,000

Trust fund
transfers 4,519,000 4,519,000 4,519,000 4,519,000

1973 694,741,000 739,981,000 833,483,000 739,981,000

Trust fund
transfers 5,082,000 5,082,000 5,082,000 5,082,000

1974 -817,282,000 817,282,000 860,632,000 838,532,000

Proposed
Supplemental 65,000,000

Proposed trans-
fers for pay
raise 2,470,000

Trust fund
transfers 5,299,000 5,299,000 5,299,000 5,299,000

Proposed trust
fund transfers
for pay rail's 314,000

1975 896,405,000

Tryst fund
transfers 5,774,000
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1.9

Justification

Health Services

1974
8aile*

Increase Or

Pos. Amount oe, teit oe. Minuet

Personnel cow-
peneation and
benefits 7,100 0117,892,000 7,365 $122,245,000 +181 +$4,353,000

Other expenses.. -- 818.313.00* 003.873.000 11.0.1 -14.440..000

Total 7,184 936,203,000 7,365 926,118,000 +181 -10,087,000

General Statement*

Funds from this appropriation support the major health service delivery
efforts of the Department which are in the Health Services Administration.
The concerns of the Health Services Administration are broad, but principally
concentrated in five major problem areas or area, of needs reaching under -
served populations, correcting inadequate distribution of health services,
improving quality of health care, fostering effective and efficient health
service delivery, and providing services to statutorily defined populations.
Of particular importance in this appropriation is the Health Maintenance
Organisation initiative begun in fiscal year 1914. This appears to be
one of the most promising approaches to improvement of health care
organisation and delivery in this country.

This appropriation supports a variety of other programs, all of which
are designed to improve and/or expand the Nation's health care delivery
system. One grouping of programs is organised within the Bureau of
Community Health Services. Its fundamentel interests have to do with
the extension of service capacity in order to resolve problems of access
to care. Community health center project grant, help low-income persons
through the provision of health care in neighborhood and family health
centers. Comprehensive health formula grants assist the States in
planning for and providing health services according to the needs of
each State. Maternal and child health formula grants assist the States
in providing health services to crippled children and to bow- income
'bothers and their children. Family planning project grants give low -
income people an improved opportunity to determine number and spacing
of their children. Migrant health project grants serve migrant agri-
cultural workers and seasonal formwork/we and their families with a
broad range of health services. 'The National Health Service Corps
provides direct taro through the placement of health personnel in
areas where health manpower is scarce or non-existent. Major community
programs are organisationally identifieds Community Health Centers,
Family Planning, Health Maintenance Organisations, National Health
Service Corps, Migrant Health and Maternal and Child Health -- in
order'to maintain full accountability to Congressional and Administra-
tion action priorities. They are supported by functional sroupings
of experts and specialists who develop and maintain program guidance
and performance criteria, who secure and analyze reports against such
standards, and who develop and assist regional personnel in implementing

itExcludes 1973 appropriation restorations.
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methods and approaches needed to resolve probleis which sight invade efficient
and coordinated program performance.

The Bureau of Quality Assurance provides assistance to the Social Security
Administration in eatabliphing, implementing, and evaluating medical ears
standards under Title XVII% of the Social Security Act Medicare Program).

The mutant Health Services Adwinistretion program supported by this
request is the federal Health Programs Service. Through the patient care and
special health services budget activity, the Federal Health Programs Service
provides health care to American seamen, personnel and dependents of the Coast
Guard and the Public Health Service Commissioned Corps, victims of Hansen'.
disease, and the participants in the Tuskegee untreated ayphilie study.

Among the major items proposed in the 1975 budget is $60,000,000 for the
continuation of the Health Maintenance Orgeniaationa prosras, of which
$40,000,000 is for grants and contracts, 415,000,000 is for the loan and loan
guarantee fund end $5,000,000 is for direct operations. tighten health
maintenance orsaniastiona vil.l become operational in 1975, for a total of SS by
the end of the fiscal year. As provided by Title V of the Social Security Act,
authority for paternal and child health project grants terminates June 30, 1974,
with a concurrent increase in formula grant authority. The budget requests
special financial arrangements to eaaa the transition to the foraule grant
program, including $25,000,000 to be awarded under Section 516 of the Social
Security Act. The National Health Service Corps budget for 1975 contain' a
request for an additional 156 positions which will be used to staff SS additional
sites.
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Community Health Services

1974

Use*
Increase or

1973
Pos. Moot Boa, Amount Pos. Amount

Personnel compensation
and benefits

Other expenses

Total

368 88,906,000

751.671,000

739

---

910,773,000 +171

739.365,000 ---

+91,867,000

12,211.000

568 760,582,000 739 750,138,000 +111 -10,444,000

Introduction

The Bureau of Community Health Service* programs have fundamental interests
in the extension of service capacity in order to resolve problems of access to
health care. They provide a mechanism for meeting special health needs of
people in various regions, for meeting those need:: considered to be of national
significance and for developing and initially supporting new health services
programs. Through a variety of health service funding or support mechanisms
the programa foster a comprehensive epproach'to health care services with
special emphasis on reaching underserved segments of the population. As an
integral pert of the Health Services Administration, the luresu's activ:ties
are coordinated with programs serving statutorily defined populations, the Indian
Health Service and the Federal Health Programs Service. Its efforts in maintain-
ing service effectiveneas are related to the programa of the Bureau of Quality
Assurance.

Community health center project grants help low- income persons through
the provision of health care in neighborhood and family health centers. The
comprehensive health grants to States assist States in establishing and main-
taining adequate public health services in accord with their priorities and
goals. Maternal and child health formula grants assist States in providing
health services to low-income mothers and children and to crippled children.
Services provided through the formula great program are augmented through
the maternal and child health research and training programs. Tamily,plannine
project grants and contracts give low-income people the opportunity to'determine
the number and spacing of their children. Access to health care servites is
provided to migrant and seasonal farmworkers and their families through health
service project grants located In migrant work trees. The health maintenance
organisation program provides a mechanism for dealing with specific major prob-
lems in health care such as rapid inflatiOn in medical costs, the inadequate
emphasis on illness prevention and the increasing unevenness in the distribution
and quality of medical care, The national health service corps provides direct
health care through the placement of health personnel in areas where health
manpower to scarce or non - existent.

The proposed budget includes the consolidation of maternal and child health
project grant funds with formula grant funds in 1975, as provided by the 1973
amendments to Title V of the Social Security Act. The following tables outline
some of the services provided through the community health services' proems
and the budget request for each program:

Atecludes 1973 appropriation restorations.
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Recipients of Conewmity Health Services
(number of persons served)

I. Community health center's
A. Neighborhood health

1914
!attest*

1975

Maga

center" 1,200,000 1,320,000
11. Vastly health centers 35,000 105,000

I1. Maternal and child health servicess
A. Grants to States'

1. Maternal and child health
services)
(a) Prenatal and postpartum

care 501,000 501,000
(b) rosily planning services 1,226,000 1,226,000
(c) Well-child conferences 1,500,000 1,500,000
(d) Nursing service"
(s) Hospital adsiseiona for

couprehenaive services
(f) Children receiving dental

health services

2,700,000

47,000

821,000

2,100,000

47,000

621,000
2. Crippled children's service's

(a) Physicians' services 500,000 500,000
(b) Hospital inpatient care 80,000 60,000

III. family planning "airless 1,600,000 1,600,000

IV. Migrant health services 355,000 155,000
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Community Heslth Services

1974

144) *

.

1971

Increase or
CT4040

POS. AM040t Poi. Amount 4. Amount

1. Community health
services

(a) Community health
centers

(b) Comprehensive
health grants
to States

(c) Maternal and
child healths

(1) Grants to

63

8205,500,000

90,000,000 63

$200,400,000

90,000,000

-$5,100,000

--- - - -

States 132,678,000 243,931,000 +111,273,000
(2) Project grants. --- 111,273,000 111,273,000
(3) Research and

training 21,917,000 --- 21,917,000 ---

(4) /amity planning --- 100,615,000 100,615,000 ---

(a) Migrant health 23,750,000 --- 24,000,000 +250,000

(I) Health maintenance
organisations

(g) Rational health
service corps

100

405

65,000,000

9,849(000

125

551

60,000,000

9,255.000

+25 - 5,000,000

+146 - 594,'''
Total 568 760,582,000 739 750,138,000 +171 -10,444, 1141

*Iicludes 1973 appropriation restorations.
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Community Health Ceaters

1974 Increase or
Base* 1 Decrease

too. Aso/up% fOliovat Poe. Mount

Other expenses . $203,500000 $200,400,000 --- -$3,100,000

Introduction

This project grant program is authotised under Section 314(e) of the
Public Health Service Act. Its major focus is the support of ambulatory
health cars programs which provide primary health care and develop
arrangements for specialty and inpatient care, particularly in areas where
health resources are scarce or non-existent. The flexibility of this
authorisation has been used to e.courage the development of different
models for providing a broad range of ambulatory health services which
aim responsive to the needs of specific population groups. Early in the
development of the program, neighborhood health centers became the-
principal method used to attack seldistribution of health services.
Family health centers were developed later as a means of testing whether
centers providing a prescribed package of health care benefits to a
specifically enrolled population can be designed for, established in,
and meet the needs of people residing in heales scarcity areas.

lisiehterhoOd Wealth Center'

During the past two years, a concerted effort has been made to
improve the management capabilities of coumunity health centers. The
development and installation in the centers of the ambulatory health
ears information system and the uniform coat accounting system were early
initiatives in this effort. All tenter*, including those newly transferred
from OW, are expected to be meeting reporting requirements by the end of
the fiscal year 1574. Thus, project management will have a more valid
basis for making decisions concerning allocation of manpower resources
and other areas of project operations and effectiveness.

Other efforts supporting overall broad management improvement
include internal and external medical audit activities and the
institution of 'retinue technical assistance programs. As these measures
were being developed and put into place, the fiscal management needs of
projects became evident, particularly the need for increased third-party
reimbursements.

To improve fiscal Administration a financial inventory involving
team site visits was initiated with the intent of identifying critical
financial management issues and of increasing third-party reimbursement
levels through improved project administration and management. The
financial inventory team reviewed the financial status of 60 HEW centers
(with a level of $91,318,114 in 314(e) Brant support) and has developed

*Excludes 1973 appropriation restorations.
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plans with project personnel, for mainline third -party reimbursements.
Whets necessary, projects are being provided technical entente to
help them achieve improved financial management. About 40 of the newly
transferred 010 centers are expected to complete the financial inventory
process by the end of 1974, making a total of 100 centers assisted
through central and regional office staff efforts.

to January 1974, Health Services ?undies **pinion were
published in the Tederel Register matins it PHU policy to encourage
health services delivery projects to recover all available financial
relebursemente fursetvices they render. loplementation of these
regulations will enable projects to use increased collections to serve
a greater number of people residing in the target populations.

The menagnent improvement efforts carried out in 1974 and
intensified in'1973 will enable us to improve the level of operation
of the 118 teeters. The 1973 budget requests 85,100,000 less for this
activity than was aveilable in 1974. However, we expect this amount to
be offset by expected savings resulting from internal project management
improvements *ad will not adversely affect the number of patient* served
or the quality of serving. In fact, band on the increased effective-
ness of operations in the centers end collection of third-party funds,
a 10 percent increase in the number of patients served is projected
for 1973.

197$

Number of centers 118 118
Target population 4,660,000 4,660,000

---14tieett4 nuiher served ,1,200,0010i 1,320.000

In addition to the direct support of neighborhood health centers,
which includes 14 010 network projects, approximately 40 developmental
and supportive projects also receive 314(e) grant support. Network
projects are aimed at broad iaprovesente in health care (atomization
within communities and demonstrate improved provider linkages in payment
mechanisms. The remaining yrojects represent a variety of activities
woolly supportive of health care delivery needs.

FamiltRealth Canter,

The family health center effort implants the President's Health
Message of 1971 in which he called for services to the unerserved,
particularly in rural *ran. These centers are designed to provide a

--prescribed package of ambulatory health care benefits to a specifically.
enrolled population residing in a defined medical scarcity area. There
is a basic minimum service benefit package for which the project must
have the capacity and capability to deliver or arrange for delivery and
Which must be available to each enrollee. tt consists of emergency
anbulance and other medical services! physicians' services (except when
provided by a psychiatrist) and services by a pediatric nurse associate
or peraphysician; and other medical and health services such as out-
patient services, outpatient physical therapy and diagnostic laboratory
and x-ray services. In additim, hospital and other non-ambulatory
services are arranged for and coordinated by the frily health
center although grant funds are not used for these services. In

31-00 0 - 74 - 13
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a tor operational projects some exasples of premiumm which have been
established, thus far, for delivery of the Matsu. benefit package
followi a New Seviec center, $6.17 per month/memberi a North Carolina
Center, $1.00 per month /member) a Uteh t$Ot4t, $1.92 per month/memberg
and $ California center, $9.25 per month/member.

Currently there are 39 family health centers. In 19744 2S of the
Caftan are operational and the remaining 14 will complete their

tdevelopeental work. Operational projects have finalised their service
benefit package., developed organisational structures, and initiated
enrollment activities. All 23 centers St* providing services on either
a fee?for-eervice and/or prepaid bulls. The 14 developmental projects,
on the other hand, have initiated marketing plans, partially emplaced
cost estimates for their benefit packages, begun United staffing with at
least a medical director, and are developing throi-year financial plans.
It is estimated that the 25 operational centers will serve approximately
35,000 people in 1974. Several projects are sufficiently developed so
that they will be able to convert to the health maintenance organisation
model.
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1974

AmOunt

0 States

27

Tomas' or
1975 Decolgull,

foo. Amount Poe.

Personnel compensation
and benefits 63 $1,306,000 63 31,306,000 -- 111141111

Other expenses -- S8694,000 -- 84,604,000 0.
Total 63 90.000.000 ""' ."'""

tAttOchlttift

formula grants awarded to State public health authorities under
Section 314(d) of the Public Health Service Act assist the States in
establishing and maietaining adequate public health services in accord
with priorities and Pals established by the States. State health gad
bents' health agencies have utilised these funds to assist in the
support of a broad rang, of basic health programs, projects end activi-
ties at the Stae and local levels. The States are using these funds
to support communicable disease control progress such es tuberculosis
activities; chronic disease programs directed toward such major causes
of death and disability as heart disuse, cancer, diabetes and stroke;
environmental health services, including food and drug, industrial
health, radiological health, sanitary engineering and air and ester
pollution; laboratory services; home health and public health nursing
services; and community mental health, includfag treatment of alcoholism,
drus abuse, and suicide prevention.

Provos Accomplishments

The Association of State and Territorial Health Officers (4f110)
health programa reporting system, funded primarily from the Grants to
States for Comprehensive Health Services program, is in its fourth
year. This system was designed to elicit uniform data from the State
health departments regarding popUlation groups served by specific
health programs; total health expenditures by proves; aaticiplt, 1 program
needs; sources of support; and specific allocation of federal fan. -ale
grants, project grants and contracts. Preliminary reports from this
*Wes indicate that 314(d) funds support peroonal health services through
State and local health department efforts for at least 1,700,000 people.

Examples of ease of the specific uses of 314(d) funds are:

In Pennsylvania, the tumor clinic and tumor registry program
have been used as a means of evaluating treatment of patients
vith certain types of cancer. The program permits each
participating hospital to compare its survival results with
results at all other hospitals. Cancer is the only disease for
vhich there is readily aveilable data, in the tumor registry,
for evaluating quality of care.

In Delaware, a psychiat.Ac emergency service was established
in a rural area of the State by setting up an emergency
telephone line, operative 24 hours a day, 365 days a year.
Service vu sawed last year by 20 volunteers.
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Is American Samoa, fileriasis (infestation with worse) is s severe
problem and efforts are being made to control the disease through
monitoring of oversee/1 travelers and parsons arriving from endemic
areas,

to Maasachosetti, food inspections covered the whole distribution
chain from the source of the food to the consumer buying the
product. Included in the cycle, for example, were food WW1-.
!securers and processors, food trucks, wholesale distribution
points and retail food outlets (including stores, restaurants,
bakeries and food stands).

The 63 positions are for YRS staff (requested by State health departments)
who possess s particular kind of expertise which is essential in State firearms
operations but is often in short supply. Many of these persons are involved
in tuberculosis control activities and provide technical advice and
management assistance to State end local health department officials in
strengthening outpatient services, making case detection efforts more
efficient and improving diocese prevention activities. Other assignees
work in such programs as venereal disease, !sally planning and epidemiology
and perform functions in casefinding, disease prevention and control, data
collection and analysis, and related areas.

In 1973, we anticipate that the States will continue to support a
broad ranee of public health programs, maintaining the 1974 service level.
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Maternal and Child gulch

. 1974
SOOlia 1913

IOCTOO110 or
Nervosa

P04111 Amount Poe. Amount Poo, Aw6uat

Other expenses... -- 4265,668,000 --- 4265,668,000

Suhactivitiest

(1) Grants to States
(Sections
503, 504
and 516).... $132,678,000 --- $243,951,000 --- +$111,273,000

(2) Project
grants
(Sections
508, 509
sod 510).... 111,273,000 --- -- -111,273.000

(3) lesaasch
(Section
512) sad
training
1SiCtion
511) 214117.000 11.912.000 --

Total 265,846,000 265,868.000

Introductiom

Tbe basic purpose* of the maternal and child health and crippled
children's services programs of grants to States are (1) to reduce infant
mortality and otherwise promote the health of mothers and children and
(2) to locate, diagnose, treat and provide follow -up care for children who are
suffering from crippling or handicapping illnesses. In addition to providing
grants to States on a formula basil, special projects of regional or tuitional
eigaiticance are funded which contribute to the improvement, effectiveness and
advancement of the progress.

The programs authorized under Title V of the Social Security Act are the
major federal resource for providing basic preventive maternal and child health
services to persons in economicallp depressed areas and for the location,
diagnosis, treatment, and follow-up care of children with crippling or
potentially crippling conditions. They respond to the serious deficiencies
that exist in the amount and quality of care received by poor mothers and
children which result in an excess of preventable deaths, Mouses and
handicapping conditions.

*Excludes 1973 appropriation restorations.
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Under Title V legislation, project grants for paternity and infant
me and family planning services (Section 508), comprehenaiva health
care for children and youth (Sutton 509), and dental health of children
(Section 510) will end June 30, 1974, and the funds for such programs
will be incorporated into the formula grants to States for *eternal and
child health services. The legislation stipulates that services provided
under project grants in 1974 will continue to be provided to the same
population and groups and at the same level in 1975 and future years.
The legislation provides for an orderly transition of, the project grants
into the formula system so that States can coordinate the entire MON
program within, their jurisdiction. This requires that each State must have
a plan which includes "programs of projects' in the five areas prior to
State Plan approval. The projects include maternity and infant care,
intensive care of newborns, comprehensive care of children and youth,
dental health of children and family planning services. Because project
grant funds are not distributed evenly throughout the country the shifting
of funds from project to formula grants will result in 22 States' receiving
less funds in 1975 than 1973. In order to lessen the impact of this and
also to "hold harmless" the populations served in fiscal year 1974 by the
project grants, $25,000,000 of grant funds will be redistributed under
the provisione of Section 516.

Proves Accomplishments

Infant Mortalitri Significant contributions to recent reductions in
the Nation s intent mortality rate have been made through the maternal and
child health services program And the maternity and infant care projects.
The latter have contributed thLlugh their concentration on providing high
quality care to low socioeconomic groups who otherwise would have few if
any resources for such care. for example, the infant mortality rate in
the Baltimore project area has been decreased from 26.8 to 21.9, in
Albuquerque from 22.7 to 12.2, in Miami from 23.7 to 2.5 'Ad in Denver
from 40.0 to 9.0. Nationwide, these programs have contributed, to
decreasing the infant mortality rate from 19.8 in 1970 to a provisional
rate of 18.5 in 1972, the lowest in our history.

Mental getardationi The Maternal and child health effort in the
prevention of mental retardation through the detection and treatment of
phenylketonuria (PKU) and other metabolic disorders has continued. Over
90 percent of the live newborn infants in the Nation are being screened.
Accumulating data from this program of early detection and dietary
management of affected infants continue to confirm the fact, that the
program is preventing mental retardation and permitting normal development
for the treated infants. Seventeen medical centers are continuing their
collaborative efforts to determine when and how the special dietary
treatment for these children might be safely discontinued.
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The number of supported special clinics offering diagnoettc, treatment,

management, and counseling services has grown to 166 in the Nation. Over
75,000 mentally retarded children and their families were served by them
during the year. The existing 20 emetic counseling services and the 15
specialized Cervices for children with multiple handicaps have likewise, with
the adoption of new laboratrry technique, and procedures, been able to expand
the range and extent of their services.

pUtrition Services: AA an integral part of the maternal and child health
and crippled children's programs, nutrition services ate provided through
well-child clinics, pediatric clinics, group care facilities and school
health programs. Progress in offering sore adequate nutritional services to
women during pregnancy and in preventing iron-deficiency anemia in children
were two of the significant accomplishments reported during 1973. Currently
about 1,000 nutrition personnel are supported by State and local health
agencies through Title V grants.

(1) grants to State!

(s) Haternal and child health services: States use Federal
funds, together with State and local funds, for prenatal delivery, and post-
partum care in rural areas, Nether* May receive clinical services including
family planning services, home visite by public health nurses, and pediatric
and veil -child clinics where mothers can bring children for examination,
immunization, and competent advice are made available. Such eeasures have
been instrumental in the reduction of maternal and infant mortality. Funds
are also used to provide medical, dental and nursing services for school
health examinations and immunisations in rural areas.

The 1975 estimate will support the consolidation of project
grant with formula grant funds. As noted earlier, the maternal and child
health plan in each State must include programs of projects that provide
the services formerly provided under project grant authority. Following is
a brief description of the kinds of projects supported in 1974.

(i) Maternity and infant care: This program, begun in the
spring of 1964, now has 61 projects in uperatiOn in large and middle-sized
cities and in rural areas. The projectu are located in 34 States, the
District of Columbia and Puerto Rico. Each was established to serve a
locality which in the past shoved much higher infant and maternal
mortality rates than the Nation as a whole. It is estimated that by the end
of 1973 slightly more than a million women had been admitted to the projects
for maternity services.

(ii) intensive Care projects for high-risk infants: This
program was begun in 1970 with five projects providing specialised care for
infants born et high risk (prematurely born 'or with other conditions
detrimental to their normal growth and development). Studies in this and ,

other countries have shown that a considerable degree of effectiveness in
reducing the mortality rate among high-risk infants can be achieved through the
use of special intensive care units or centers. These provide increased
medical and nursing supervision, care by personnel specially trained in
such fields as treatment of cardiopulmonary failure and respiratory distress ,

in newborns, the use of special equipment as needed and organisation of
transportation services. Eight intensive care projects are being supported
in 1974.
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(iii) geprehenlive,health care tor,sb41dren end youth:
The "Children and Youth project grants support comprehensive health ears
for children in areas where lowincome families are concentrated.
Projects provide screening, diagnosis, preventive services, correction of
defects and after -care (both medical and dental). Services are coordinated
with the propane of the State a local health, welfare and education
departments and related programa in USA. The treatment services available
under the program are provided only to children from poor families who
would not otherwise receive such care. Diagnosis, preventive services
and health supervision are available to all applicants'. Since the last
quarter of 1968, the number of registrants in the children and youth
projects has more than doubled to 483,000, In 1974, 62 projects were in
operation in 28 States, the District of Columbia, the Virgin Islands and
Puerto Rico. Each serves a spocificlow-income area. Two-thirds of the
rojects and nearly 90 percent of the children enrolled live in the inner

cities. A breakdown of registrants shown that 64 percent are block,
32 percent white and 4 percent are of other races. The average annual
coat per child has dropped from $201 in 1968 to $130 in 1973. There has
also been a consistent decrease in illnesses requiring hospital inpatient
care and the average length of stay has decreased from 10 days to 7 days.

(iv) Dental health of childreq: This program was
initiated in 1971 and provides dental care through a variety of approaches
Including incremental care programs which emphasize prevention and continuing
dental supervision, These projects augment the dental care which has been
available through the State maternal and child health and crippled
children's programs and the Children and Youth and Maternity and Infant
Care projects. Eighteen projects are being funded in 1974 providing
dental care to 21,000 children.

(v) Family planning services: Services provided under
Title V funds include comprehensive family planning medical, educational,
and social services. These services include physical examinations,
preparation of the patient's medical history, various laboratory teats
such as blood pressure, urinalysis, the provision of contraceptive pplies
and referral for other health needs. In 1974, it is estimated that
300,000 women are being provided such services through these projects.

The following outlines some of the more
significant services being provided or to be provided through the maternal
and child health formula and project grant program:

Mothers receiving prenatal and postpartum

1974
!Await,

1975
Estimate

care in maternity clinics 501,000 501,000

Infants admitted for comprehensive services 47,000 47,000

Women receiving:
Family planning services 1,226,000 1,226,000

Maternity nursing services 2,700,000 2,700,000
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11974 975
Satisate lagate

1,500,000 1,!00,000Children attending clinics

Children registered for comprehensive
services 483,000 483,000

Children receiving dental treatment 821,000 821,000

Children screened!
Visual sawing 9,000,000 9,000,000
Audiometer testing 6,000,000 6,000,000
Dental screening a 3,000,000 3,000,000

Immunisations (excludes booster and
avaccinatione)t

Polio 2,750,000 2,750,000
Rubella 3,000,000 3,000,000
Diphtheria 3,000,000 3,000,000

During 1975 professional and technical assistance will be provided to
States in the development of new projects to meet the progress of projects'
requirement.

197$ Program': The allotment of 90 percent of the appropriation by
formula in 1975 and each year thereafter will result in significant chases
in the States' maternal and child health programs. Whereas at present,
36 jurisdictions have maternity and infant care projects, beginning in 1973
all States will be required by statute to have a program of maternity and
infant care projects. Similarly, all States will have children and youth
projects, whereas st present 31 States have such projects. Each State
program must also include dental Care projects, neonatal intensive care
project., and [Wilily planning project.. The following table illustrates
the number of new projects required in each project era'

.
-

1974 Total New
Jurisdictions reqUired projects

with in required
Project Area

Maternity and infant care.,.

Intensive care of
newborns

Children and youth

Dental care

Family planning

Total

(b) Crippled children's arvicees Cants to States for crippled
children are used by agencies to locate handicapped children, to provide
diagnostic services, and then to as that each child gate the medical care,
hospitalisation, and continuing care by a variety of professional people.
Pear than half of the Children served have orthopedic handicaps.

trolov. WI by

36 56 20

8 56 48

31 56 25

16 56 40

U
118 280 162

'3
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Other handicaps ltalude epilepsy, heaving impairment, cerebral palsy,
cystic fibrosis, heart dims., and other congenital defects. Clinics
are hold periodically by State crippled children's agencies. Some
clinics are mobile and travel from place to plate; others are held in
permanent locations. Any parent may take his child to a crippled
children'. clinic for diagnosis. Within the last two decades the caseload
in the crippled children's program has more than doubled.

The following outlines sole of the specific services provided
through this program:

1974 1975
Estimate Ratiaate

Children receiving physicians' services 500,000 300,000

Children receiving hospital inpatient cars, 80,000 80,000

1975 Program: It Is expected that services will be provided in 1975
at approximately the same level as in 1974.

(2) Research end training,

The training program (Section 511) is designed to improve
health and medical services to mothers and children through training of
personnel involved in providing health care and related services to mothers
and children, particularly mentally retarded and multiple handicapped
children.

The funds requested will be used principally to support
the existing 20 university-affiliated centers for the mentally retarded
where primary effort has been given to training service providers. Grants
to public or nonprofit institutions of higher learning provide support for
faculty, traineeships, services, clinical facilities and short-term
institutes and workshops. These centers provide specialised clinical
training it a multidisciplinary setting for physicians and other maternal
and child health personnel who focus their activity on the multiple
handicapped child. Emphasis in the centers is on the provision of excellent
quality health care conducted in a training setting.

In 1972, with an increase of funds under Section 311 of
the Social Security Act a new program was initiated to train obstetrical
and pediatric health manpower. In 1974, it is estimated that 150 health
personnel will receive training as nurse midwives, pediatric nurses, and
other physician.' assistants under this program with funds provided to
15 inaltutions. Of the $15,882,000 requested in 1975, $14,382,000 will
support the existing 20 university-affiliated centers for training personnel
to provide services to the mentally retarded and $1,500,000 will be used to
continue the nurse and other physicians' assistants training programa.

Rellearch grants are made with public or other nonprofit
institutions of higher learning and public or nonprofit private agencies.
The research effort is concerned with mothers and children in all classes
of out society with priority given to special problems for those not
receiving adequate health care. The aim of the research program is to
improve the operation, functioning, general usefulness and effectiveness
of maternal and child health and crippled children's services. Research
efforts are primarily intended to improve program implementation and
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management, with emphasis on efficiency and effectiveness of the actual
operating service delivery mechanisms. The research program through its
68 projects is focusing on improving health and medical service' to mothers
and children. In keeping with the mission of the research program, projects
emphasise maximum usability of end results. An ongoing project in the etas
of design and development of new prosthetic devices for child amputees
is designed to enhance the ability of health personnel working with crippled
children to respond more effectively to the needs of their patients. The
project *leo incorporates study of the needs and problems of child amputees,
and currently is preparing a new manuscript for a textbook on the treatment
of the limb deficient child.

Another ongoing project of great significance is designed to develop
methods of treating infants born to drug addicted mothers. In 1974 special
emphasis is being given to the need for, and feasibility and effectiveness
of comprehensive health care programa in which maximum use is made of health
personnel with varying health levels of training.

Tha 1975 request of $6,035,000 would continue support of 68 research
projects in the broad field of eternal and child health and crippled children's

service'.
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Tamil, Planning

/924

Pos. toot
147

tutus. or
Decrease

Os. Mount'

Other ezpansts... $100,613,000 -- $100,613,000 wo.

Subtativitiaat

(1) Family
planning
services...

(2) training
add
education..

(3) Services
deliVeri
isprovemeot.

494,300,000

3,600,000

2,1104000

494,300,000

3,600,000

)0144000

0.11, os

14

Total 0000000 44414 """ 100,615,000 11 100,613,000

Introductioq

Family planning services are designed to provide educational,
compreheosive medical and social service* to enable individuals to determine
freely the number and *pacing of their children. The lack of family planning
Service. and-reletsi education end information causes unwanted pregnancies
which result in numerous health, social and economic problem*, and deprive.
individuals of the right to control their own fertility.

The major respousibt/ity for delivery. of family planning services rests
with the Bureau of Community Health Services, HSA, which administers a
Program of project grants and contracts for the support of clinic*, training
of allied and other health personnel, development and distribution of family
planning educational materials, and operetional research and technical
essistence to improve the delivery of family planning service*.

family 'Janata' servicest Family planning project grants are authorised
by Title X of the Public Health Service Act. The purpose of these treat. is
to provide comprehensive family planning services to thousands of individuals
who, for many reasons, are denied access to these services. Groats ere
awarded to State and local health agencies, hospitals, universities,
community agencies and other public or nonprofit groups. Set-Vices incidde
comprehensive family planning medical, educational, and social services.
Physical examination, preparation of a patient's medical history, various
laboratory tests such as blood pressure and urinalysis, provision of
contraceptive supplies, and services for detection, diagnosis and referral
are swell the specific services provided. Other services include patient
counaeling, and education, social services and information necessary forthe
individual to rationally decide which contraceptive method, if any, is most
suitable to his or her needs.

*Excludes 1973 appropriation restorations.
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Family planning services are being provided in area. with high rates
of maternal and intent eiclureee end derth. Copt/400g efferte are being
med. to integrate family planning projects within existing health Oaten's.
Many projects presently supplement progress of State and local health
departments or Other federal programe to *void duplicatton of efforts
Organised prograns for the delivery of family planning services currently
exist in 2,379 of .3,099 emirates in the United States.

During 1974, the complete transfer of the remaining 187 0E0 family
planning projects will b6 completed. thee* projetra will be consolidated
with ongoing tartly planning projects wherever possible, reducing the
total number of family planning projects from about SOO to 350 by the
end of 1974. In 197S continuing emphasis viii be placed upon grant
consolidation in order to lot* unit costa. Service delivery levels,
of course, will be maintained.: :

A variety of approaches will be taken to improve project edminittration.
Project accounting system* Will be generally upgraded Efforts will be
focused on the Collection of available, reinbursements, parttcularly those
authorised undet title 19.4 and XIX of the SOCial Security Act. In this
regard, sPeCial attention is being liven to nations level 000rdination
with the Medical SerVicei Administration and Other Deportment orgenitatiOn"
in the resolution of administrative practices which inhibit full reimburse-
ment.

Traltringt the objective of family planning training activities is
to promote the ekille and knowledge necessary to insure thet 6;1 family
planning stiff will have the skills necessary to succireefullY Prealtle
voluntary fosily p/anning eervicee, twenty training grants and contracts
totalling $3,000,000 will be awarded in 1975. 11140. will 140144* for the
development of management skills for key personnel} "4044 of
service delilifiretaff",end develepment of training guidei audiovisual
aides, self-teetructiOn coulee", and related material,. Approximately
5,000 personnel involved in the doliverY of (Oily OlerreinS services will
receive training Included are physicians, nurses, social workers,
outreach vorkei*, *4.14104tOfir OEM* and ettata personnel and consumer:
board members, The 1975 training strategy will be to support efforts to
Provide technical assistance and consultation to regional, State and local
activities to assist in the building of training sufficiency at the proleit
site.

Educations Efforts include those activities required to ensure that
individual" hays a full, and accurate understanding of hog'? to safety and
effectively regulate their fertility, The Major Objective it to ftarr
direct support to service projects in the development of provider end
patient-oriented information and education prOgreae and to extend and

improve the widereta0410g, knowledge and commitment of the total community
to the potential benefits of effective featly planning services. In 1974,
five contracts totalling 8600,000 were supported. Prototype featly
planning and health education materials vere developed for members of
specific ethnic and culture' minorities--the American Indian and Spanish-
speaking Americans. Workahopor were supported to identify the family
planning and family life education needs of the mentally retarded and
to provide technical assistance and skills development in the area of
information and education to service providers. the 191S program will
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bring together State leaders and parents to discuss current activities
and strategies for developing family planning and fatally life education
for the mentally retarded within their State and to sasses the information
and material derived from the four workshop meetings held in 1974.

claj.rept.te.o Special studies and programs are
suppoitittedivelnp inaliorove the ability to mount a coordinated
proper responsive to family planning priorities, to significant regional,
State and local variations and to specie/ target groups., This.represents'
an attempt to coordinate program needs and rosourcew into a manageable
strategy for searching, developing and testing the most efficient and
effective methods and techniques for the delivery of family planning
services. These operational research projects era in the areas of
experimental and demonstration projects, technical assistance and
management information support.

In 1974, five contracts were awarded for the design, development
and testing of methodology and instrumentation for management information
and one for the development of a prototype planning tool. Other special
studies included the design and development of an experimental operations
model to support family planning program management and the development
of definition and design for consumer models and materials for family'
planning management training. In 1975, demonstration projects such as
specialited information and referral activities in rural MSS will be
developed or tested in order to facilitate the delivery of Family Planning
Services to the hard -to- reach, the disabled and the dropout. A prototype
model for third-party reimbursement on a statewide level will also be
tested.

In 1975, the training Curriculum and delivery techniques for natural
family planning methods will be investigated. The purpose is to upgrade
the capability of Federally- funded family planning clinics to enable
them to instruct patients who choose the rhythm featly planning method
in keeping with individuals' ethical or religious beliefs.

Management support will be provided to the New England States by
the development of an expanded automated system which will also be generated
for third-party billing. The system may also serve as a prototype for
(sally planning local-level management as it utilizes the standard form
of and provide, Input to the National Reporting System for Family Planning
Services.

A primary planning effort in 1974 and 1975 will be the Fourth Update
of the National Five-Tear Plan for Family Planning Services Programs
required by Congress in January 1975. In 1974 and 1975, family planning
activities will also continue financial support to the National Reporting
System for Family Planning Services which will satisfy program requirements
as well as Departmental responsibilities as the focal point for family
planning services.



205

39

Migrant Health

1974 Increase or
Ease 1925

Pos.Poe. Amount Pos. Amount Pos. Amount

Other expenses... *23,750,000 $24,000,000 +$250,000

Introduction

Projects supported under this activity provide health care services to
migrant agricultural laborers and seasonal farmworkers and their families
in order to improve and maintain the level of their health relative to
that of the general population. These projects are authorized by Section
310 of the Publit Health Service Act. Services provided range iron full
grouping of diagnostic, therapeutic, and follow-up medical service* with
provisions for dental care, health counseling, preventive and outreach
services to a more limited focus on specific diseases.

The number of projects and people served followst

19/4 1211

Number of projects 103 103
Estimated number of

patient's served 355,000 355,000
Estimated number of

patient visits 630,000 , 630,000

Migrant health projects will continue to increase access to quality
health care services for migrant and seasonal farmworkers and their families.

In line with the overall strategy decided upon with respect to the
Bureau of Community Health Services' third-party reimbursement activities,
13 of the largest migrant projects have had a financisl inventory carried
out by a team of experts who identified specific fiscal management problems
and helped project officials devise special plans for the resolution of
those problems. Smaller projects will be assisted through such activities
as the uniform utilization and cost reporting system which is being in-
plemented in 1974 and has the potential to provide projects with the kind
of data needed to aid them with financial management, evaluation, planning,
and other aspects of administration.

A special project, designed to provide hospital care effectively and
economically for a selected migrant population and to gather and evaluate
data on hospital utilization and cost of hospital services, was initiated
in 1974 at a level of $3,000,000. The Bureau of Health Insurance, SSA,
serves as the fiscal intermediary for reimbursing hospitals for care pro-
vided to eligible migrants in this demonstration. Six migrant health pro-
jects have initiated programs with nine hospitals to provide access for
approximately 50,000 migrants to inpatient services at a fixed daily rate.
in addition to providing needed hospital services, Information necessary
for program planning and resource allocatioacoa:?rning the hospitalisation
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needs of migrants will be available. This information includes,
frequency of hospital use by age, sex, diagnosis and other 'eatables;
analysis of hospital services used; detailed analysis of the total and
component cost of hospital cam study of pre. and post - hospitalisation
use of ambulatory care terviceei comparative analysis of migrant hospi-
talisation experience with experience of other low-income groups' and
in overall suseary and analysis of the demonstration program.

Another activity in 10/3 and 1974 involved a Survey and analysis
to determine the nature of sanitary conditions at selected migrant calve.
This survey wee prompted by the outbreak of typhoid fever in a south
iloride migrant carp list year Findings from 29 randomly-selected camps
in the survey indicated that 131 of the camps eumped sewage directly into

'open streams; in 222 of the calve no water sample had been taken, thus
there was no assurance of the safety of the water; and while only 141
Of the camp. used privies', 261 of the toilet facilities were judged
dirty and foul-smelling, and 352 provided no toilet paper. The over.
all relulteol the survey indiCated that a much more vigorous program
Of camp inspection and enforcement of the existing regulations of the
States having camps is needed.

During 1975, active coordination efforts with Labor Department
Officials responsible for occupational health and safety will be
emphasised in order to accomplish corrective measures in this needed
area Using the $20,000 increase, special efforts to build on existing
health service delivery resources will be made to ensure that more
Migrants working in-lov-iipact areal Um than 6,000 migrants) will
have access to services as they move from home base and other high-
impect counties to areas which are either unnerved or provide only
minimal project service's.
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Health Maintenance Organisations

1914
Sail 191

!paresis or
De tea e

Pos. Amoutk P00. r00'.44040t

Personnel compensation
and benefits

Other expanses

Total

100

---

3483,000 125

64,514000 ---

12,101,000

57,899.000

+25 +31,6/6,000

'6,64,000

100 65,000,000 125 00,000,000 +25 -5,000,00011

Subactivitisal

(1) Financial
assistance
grants and
contracts

(2) Direct loan
and loan
guarantee
fund

(3) Program
support

Total

...

---

100

$25,000,000

33,000,000

5.000,000

---

---

125

640,000,000

15,000,000

SL000.000 +25

+515,000,000

40,000,000M

Woo

100 65,000,000 125 60,000,000 +25 75,040,000-,

Introduction

Health Maintenance Organisation* 0011) provide comprehensive health
services oa a prepaid, capitation basis with emphasis on primary cars, pre-
ventive services, and efficiency of operations. the recently enacted Health
Maintenance Organization Act (PA. 93 -222) provides for*

1. grants and contracts for feasibility surveys;

2. grants, contracts, and loan guarantees for planning
and for initial development costs;

3. loans and loan guarantees to cover initial operations
deficits for the first three years of operations.

Priority for all types of resistance is to be given to HMOs serving
rural and other medically-undereerved populations. Assistance to profit-
making HMOs is limited to loan guarantees for those which will serve such
populations. Public and private nonprofit HMO* are eligible for the other
forms of assistance.

1/ The loan fund is a revolving fund; therefore, decrees. in appropriation
level does not reflect a decrease in program loyal.

32-011 0 - 74 - 14
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each RHO is required to make available to each member certain prescribed

basic health services, in a manner assuring continuity of care. HMOs receiving
assistance must provide assurances of compliance with provisions of the
legislation with respect to orgenisation and operations.

Section 1310 of the HMO Act requires employers of 23 or more parsons who
offer health benefit, plans to include the choice of membership in a qualified
HMO, if one is available, to their employees ("dual-choice"). "Qualified"
HMOs must be certified by the Secretary as meeting the requirements of the
HMO Act and of the regulations pursuant to the Act. Such 17101, as well
as time which have received assistance under the Act, are subject to
continued regulation by the Department. Civil suits may be brought against
organisations which fail to comply with the assurances made when applying
for certification under Section 1310 or for financial assistance.

An appropriation of $60,000,000 is requested for the HMO program in
fiscal year 1915. The following table shows the estimated distribution
of 1974 and 1475 funds and the number of projects to be funded in each
category of Mundial assistance:

HMO 1974 1175
Activity No. Amount RO, Amount

Feasibility studies 60 $3,000,000 60 $3,000,000
Planning 48 6,000,000 48 6,000,000
initial development 20 16,000,000 39 31,000,000
Loans 20 35,000,000 38 15,000,000
Program support 5 000 000 -- 5 oggiam

Total 148 65,000,000 185 60,000,000

Financial Assistance Grants and Contracts

Feasibility Assistance (Section 1303)t This request includes an
estimated $3,000,000 for approximately 60 organisations in 1915 to enable
them to determine, through surveys and other activities, whether it is
feasible to develop or expand an HMO. Grants and contracts for feasibility
assistance are limited to 650,000 per averd. It is estimated that close
to 752 of those organizations given assistance will determine that it
appeara feasible to develop an HMO and will subsequently move on to the
planning phase.

Planning and Initial Development (Section 1304). Fund; totalling
$6,000,000 are requested to provide grant or contract support in 1975
for approximately 48 planning projects, at a maximum of $125,000 per
award. In addition, $31,000,000 is requested for about 39 projects in
the initial development stage, at a maximum of $1,000,000 and an average
of $800,000 each, Loan guarantees will be available to profit-Making
HMOs for these activities. Planning projects are required to include
the development of plans (or marketing the services of the HMO. Initial
development assistance vill help support (1) implementation Of an enroll-
ment campaign, (2) design of and arrangement for health services, (3)
development of administrative and internal Organizational arrangeteents,
including developMent of capital financing, (4) recruitment and training
of personnel, and (5) payment of architects' and engineers' fees, Initial
development is defined to include the significant expansion of the member-
ship Of, or the areas served by, an HMO.
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The amount of money needed to support an HMO in its planning and
initial development stages will depend on the structure and sophistication
of the organisation. Some (such as established multi- specialty group
practices) may require relatively small amount. of support to convert
to HM0e, For others, the planning, development, capital, and operating
costs will probably be higher. It is estimated, for example, that a
hospitik-based group practice that develops into en HMO may need 20,000
to 30,000 enrollees before it reaches the break-even point. this is a
formidable marketing challenge, requiring subetentiel funds for initial
development.

Direct Loan and Loan Guarantee Tand.

Loans for public or nonprofit private HMOs and loan guarantees for
profit-making HMOs serving medically underserved populations are authorised
under Section 13051 such loans and loan guarantees may not exceed $1,000,000
in Any (ideal year and $2,500,000 total for the first three years of
operation.

In Order to implement the loan program, $15,000,000 is included
in this request, in addition to $35,000,000 requested as a supplemental
appropriatiOn for 1974, to provide capitalisation of the direct loan and
lOan guarantee revolving fund. An estimated 38 HMOs Will receive direct
lame from the fund in 1915, at an average of about $500,000 per year.
This represents an increase of 18 new HMOs over the 1974 level; the 20
initially funded in 1974 will be continued in 1975. Using the assumption
of 23,000 enrollees per HMO (which is applicable primarily to hospital-
based HMOs) the 38 new HMOs would have an eventual Capacity to serve
approximately 1,000,000 people. Loan guarantees will also be available
for planning and initial development.

The fund will be replenished by sale of the loans. Once sold, the
loans become loan guarantees foi which the Federal government guarantees
the payment of principal and intereat to the purchaser of the loan. The
fund will be used to make any necessary assumption of payments or cover
any defaults. Section 1308 authorises the Secretary to borrow from the
Treasury if funds in the loan guarantee fund are insufficient to cover
defaults.

Program Support

For fiscal year 1975, 45,000,000 and 123 positions are requested for
program support. the request include* 25 new positions of which the
majority will be allocated to the ***tonal Offices to expand the admin-
istration of the financial assistance programa and to provide monitoring
of certified HMOs and employers for compliance with title Illt. Regions/
Office staff will collie an increasingly important role as a focus for
coordinated activity at the regional level through monitoring of assisted
and certified HMOs. Coordination with other Federal agencies, States, and
Organisations in the private sector will continue. Support services will
continue to be provided in the areas of tech:Aoki assistance to developing
HMOs, medical care administration, grant and contract management, health
care financing, data services, administrative and financial management,
sad policy development.
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Support will be provided to 1001, both directly and through contracts,
in critical areas of their operations. these include medical records (44
a key factor in quality assurance and compliance with reporting requirements);
accounting and financial management systems (particularly with reeard to
assurance of fiscal viability after termination of federal financial
iseiatence)t actuarial assistance to help M. develop capitation rates'
consumer VWCAti.0111 end marketing of the benefit program.

Initial implementation of the HMO Act in 1914 vill require the develop-
ment of policies, regulations and guidelines, definition of operating re-
latiooships and methods of operation, recruitment and training of staff,
and establishment of affective working relationships with other federal
agencies for the purpoie of beginning the certification of qualified HMOs
eligible for the dual-choice provisions

of Title XIII, as well as with
agencieo responsible for the purchase of health care for their beneficiaries.
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National Nsalth Service Corps

1974 Increase or
Sees 1973 Decrease

Pos. AmOunt Pos. Amount he, Amount

Personnel tospeneation
and benefits

Other expenses
Total

405

-z

$7,117,000

2.732....

551

*--

91,366,000

1,689,000

+146 +9249,000

101

465 9449, 551 9.255,000 101

The National Health Service Corps wee established in 1971 to improve
the delivery of health services to persons living in communities aid Hese

.

of the United States where health personnel and services are inadequete to
meet their health needs, . to alleviate the criticel health manpower shortage.
the Corp" recruits and places health teems consisting of physicians, dentists,

-.-

nurses, and allied health professionals in izbortitge ems. The Corps. seeks
to Laptev* health services to communities not only by providing temporal

l'help,but principally,-by helping these area. plan and build their own
system of health care.-

.Cotpt personnel help communities apply for assistance fro* the program.
The'eppitcatton oust include certification of need from State and local
health societies and recommendations from other health agencies.- The'
Applicant community is required to arrange for adequate facilities, equip-
meet, hospital privileges, and consultieg arrangements.

Tbs tope has.erphasixed the development of an effective long-term
.recruitment ProStam for provider personnel, especially physicians.
Through an organised campaign of visite to madicsi schools, contacts-
at professional meetings, letters to prospective member', edvertisements
in professional journals, exhibits and paters, the Corps has increased
its recruitment of physicians and dentists fro" 14 to 1171 to 333 in
1974.

A major activity has been the provision of assistance to community
groups in setting up programa that link assignees to other provider unite.
Theis progress greatly trove the possibility of the health provider's
remaining in the community. the Corps' retention rate for 1974 will be
752 compared to 32 In 1973.

The assignee's and the community's needs and preferences are evaluated
to mesh community and individual priorities as closely as possible. This
interchange of information miniAlses the possibility of future disaatisfiction
of either party.

. Siete its beginning, the Corps has approved 307 sites for Corps assistance
and has placed 340 doctors, dentists, nurses and other health professionals
In 183 communities. It has experimented successfully with utilising
physician extenders (nurse practitioners sod physicians' salletants) to
provide health services. The presence of Corps personnel has drawn other
health professionals to Arne which were medically underserved.-
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By the end of 1974, *aft will have been recruited and matched to the
need. of spOoximately 220 Coa*uAltieS. During the first quarter of
1071 all staff will have reported on duty and begun Navvies, in thee"
coemunities. this budget request will support recruitment of an
additional 146 health personnel for field aseignmente, which, would
provide health care to approximetely 51 additional communities and
continue the support of 405 health professionals in approximately
220 communities with critical health manpower shortages.

Field assignment's

1974
Estimate

1971
retiree!

HD 264 338

DOS ' 71 94

ltN, Other. 70 II_
Total 403 551

Communities 220 273
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Quality Assurance

1974 tncreSee or-

Base 1975 Decrease
Pos. Amount Poe, Amount Pos. Amount

Personnel compensation
and benefits 224 $4,241,000 224 $4,402,000 ---+$161,000

Other expenses 1,572.000 1372,000 --- .-

Total 224 5,613,000 224 5,774,000 .--- +161,000

The Bureau of Quality Assurance in partnership with the Social Security
Administration's Bureau of Health Insurance (BH1) supplies the professional health
expertise necessary for carrying out the 'edits' government'i responsibility for
establishing, implementing, and evaluating Medicare standards and related polities.
Review, assessment, and updating of all Medicare requirements for providers of
service and independent laboratories were completed in 1971. Professional staff
worked closely with Medicare and Medicaid program staff, and final regulstions for
Skilled Hurting Home Utilities were published in the l'etillit141sie is January
1974. Uniform certification procedures for these facilities were also published
as Medicare and Medicaid regulations and will serve, effective Pebruary 19741 as th6.-
base for participation under both financing programs. In 1975, at both central sod.
regional level, staff will continue to orient State agencies with respect to the
new standards and regulations for skilled nursing facilities and other providers of
service, and will carry out various monitoring and validating activities in
relationship to the application of the standards.

To help ensure effective application of Medicare quality atoldards, physicians,
nurses, and other health services specialists assigned to regional offices provide
continuing assistance and consultation to State Medicare agencies aad toenail
Social Security staff. The resulting improvement of facilities and services has
benefited persons of all ages, has strengthened State licensure statutes and rein.
lations for health facilities, has had a positive effect on voluntary accrediting
programs, and will provide the base for assurance of quality cars in aay national
heriith insurance program the Congress may enact.

In 1974, substantial staff assistance was given to the Social and Rehabilita-
tion Service in the enforcement of the Medicaid requirements for skilled nursing
homes. Regional personnel assisted with monitoring State agency performance,
conducted facility surveys, and otherwise assisted SAS in achieving its goal of
initiating an ongoing survey and certification program for all participating skilled
nursing homes. In 1975, both headquarters and regional personnel will provide
direct assistance and advice to the Social and Rehabilitation Service on the
implementation of regulations for skilled nursing facilities, intermediate care
facilities, utilization review, and medical review under the Title XIS
(Medicaid) program.

Program review has become a major continuing process for evaluating the effec-
tiveness of the application of the Medicare provider standards by State agencies.
During 1974 and 1915, review teams composed of representatives of the Bureau of
Health Insurance and the Buread of Quality Assurance central and regional offices
will conduct, on a selective basis, reviews in various States, and provide in-depth
evaluations of each State' Medicare certification operations. Each State will be
evaluated during the period July 1, 1973 - June 30, 1975. Year-round evaluation of
State agencies as determined by regional office staff will be enhanced tnrough
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quarterly visits and sample surveys of providers in each of the State agencies
served by the resionif office.

In addition, with the implementation of a single set of Medicare and
Medicaid standards and common enforcement policies for skilled nursing facilities
and intermediate cars facilities, efforts are underway to put into effect a
program review process which viii monitor the survey and certification funct'ota
at the Stets level for both program..

Training efforts for State survey personnel will continue in 1973 to
encamps.' a 154t4 integrated and complete program. Special attention will continue
to be given to standardised orientation for federal and State employees, regional
afire orientation, advanded survey and con-imitation techniques, and supervisory
development. Programmed instruction will be utilised where applicable.

Consultation is provided to the Social Security Administration on
continuous basin on questions concerning covered services under Meditate,
professional ethics, termination of provider statue, emergency hospital claims,
chiroOrectic and other praititionere services, and the development of pOlicy
and procedure. not related specificelly to kotandords for, providers or suppliers,
which have an impact on quality or delivery of service.

The Social Security Amendments of 1912, P.L. 92-603, require the Secretary
to provide a route to qualification, other than formal education requirePeote, for
I variety of health disciplines. In 1973, staff initiated a number of activities
related to thisk (1) review .of related programs, both 'governr-Intal and otherwise,
from which the Medicoe program could benefit' (2) develoOsent of intro- govern-
ment agreements for use of existing examination.' and (3) contracting for, the
development, And administration of proficiency examinations which would qualify

specified ealth care personnel. Such examinations viii apply to waivered
.

licensed practical purees, cytotechroologiets and clinical laboratory technologists
not meeting Medicare's tonal professional qualifications, physical therapists,
rediolosic technicians and psychiatric technician.. In FY 1973 an evaluation
prograa will be designed to measure the effectiveness of this proficiency
examination program.

Another major responsibility, under P.L. 92-603 (Section 2991), its the end-
ers'', renal disease program. Planning and development of interim regulations
occurred in 1974. The planning for the statutory requirements for establishing
medical review boards will begin in 1974. Also, planning for a national patient
transplant and dialysis outcome registry will be conducted in 1974. In 1975,
the implementation for these stages of the regulations will be conducted.
Development of the conditions of participation for the long -range Program'will
begin in 1974 and be completed in.1973.

A total of 0,774,000 is requested for this activity. The increase of
$161,000 over the 1974 level of operations is requested to cover mandatory items.
This program is funded in its entirety by reimbursement of funds to this
appropriation from the Social Security Trust funds.
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Patient Care and Special Health Services

1974
lase

borealis or

Personnel compensation
and *Arita 1,499 485,579,000 3,499 488,245,000 42,666,000

Other expenses 39,254,000 41,1,1,000 +1,897,000

Total 5.499 124,833,000 5,499 129,396,000 ... 44,5631000

peilbursaile obligations. -20,165,000 - 20,212,000 .47,000

Olreet obligations 1o4,668,000 C xq9,1804,000 44,516,0oo

U&E2441kai

This PMP/mtprovidee direct ond centraCt health care to the 500,000 legal
benetries ot the yublio Health Service. Wor tonetioiary groups are Amer*.
cep 'semen, personnel and dependents or the coast Guard And the MIL* Heolth
Service Ocomplasioned Corps, Federal employee** Compensation cues and persons
with HANIOn'S disease. Health care is provided for portioipante and certain
spouses and children or partioipentir in the Public Health Service *WY Or us.
treated syphilis initiated LA 1932. On a reimbursable basic, care is provided
in PUS hospital and outpatient clinics to foreign eeeasn and beneficiaries or
other rodeiel agencies, end to Motel employees in Federal employee health units,
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Patient Care

Per.onnel compensa-
tion and Went... 3,084 08,643,000 meh $81,191,000 432,00,004

Other expenses., ..... 11,271,000 33.035.000 -- '+1.764.000

Total 5,004 100,914$000 5,004 ith,226,0oo 44,312,000

Reimbursable ohltga
Lions

-15,165.000 ..15,1650:10 II

Direct obligations, 94,740,000 99,061,000 44,312,000

j4fission

Ine prtmory mission of this program is to provide conprehensiVe
health care to Public Health Service benefiOierise

On a roimbureeble basis,
health tare to also provided in

Hid h.-101UL),* and outpatient clinics to foreign
seamen and beneficiaries of other federal agencies.

program operate. eight general medical and surgical hospitals, most
with teaching and research programA, and

the Netional.LeproseriUm_at Corvine,10414i4he. th addition, the system operates 26 outpatient clinics and contracts
with about 200 physician!, and dentists to provide health care to ambulatory
patients. When PH$ facilities are not readily accessible, beneficiaries receive
coo in other Federal and nonederal facilities.

Future Milt

In 1975, this program will continue to operate the PH3 hospital* and out-
patient clinics in accord with Public Law 93 -155, which provides that the P113
hospital. continue to furnish all patient care services unless Congress agrees
to a plenned change," In view of this legislation, the pep*rtiowit has establisheda tank force the Public Health Service to define the position and roles of
the PH3 general hoepitale and their relationship. vitb 414 programs. It isexpected that the task 604 will find ways in Which the hospitals c44 be better
utilised to the benefit of this program, as 10411 as to programs of those health
Agana.. and communities which MAY ittiliWthe capAbilities or the PHS hospitals.
tor example, there appear to be good opportunitiee for 018 faeilitiel to pot-
tiolpate in such programs as the National Health Service Corp.. In
the hoepitale, existing le01.4 of participation in community programs Waiving
renal dialysis, alcoholics treatment, family planning, and community *Intel health,
can most probably be expondedl at the game time the program would be taking
initiatives in new kinds of community health prOgrams.
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ratiaeted patient case vorkloodr for 1974 and 1975 ul es tollovet

Workload, 1Z6, 19/1 chhNO.

Averse, daily patent load (ADM)
in PH$ holpitali 1,520 1,778 +VA

Oatpetient visits tot
P98 hCapitele ; 749,000

PH$ outpatient clinics 725 000 7i1,3
47,000
440,000

Contract Orel
ADPt in nonPH8 hospitals , 5V 89 -10

Visits to contract PhYel
crane 68,000 64,000

eg211
Besearch activate. currently conducted in PH8 hospitals include both

Clinical and health service. research. Olinieel research activities are con-
0,114,1 primarily Withq040, disease problem of the United States, such as
cardiovascular die*" Woe:, and chronic kidney disuse. Health Services
research projects are direeted to the need to improve the quality, efficiency,
and economy of the delivery of health services.

The PHS hospitals have the',capaoiky to broaden research activitieel
especially *where the projects 444 t4 funded by other agencies' Currently,
the bulk of the reetarth'is being funded by agencies such as the Oetionial
Institutes of Health0 A rote varied and expended ;4006 progral in to.ra
Mil, aid reeswiteent and retention of heatth prOfeseionale. The task forte .

1111 be considering new areas for utilising the hospital capabilities.

rtgabit

pert of the overall strategy for efficient utilicetion of PH8 facilities
$6 strengthening prelent training progress and developing new 04016 Thd

additional **Pove: trained and the upgraded Perforosace of existing PereOnnel
would help Oler0040:the recent *layover obOrtagee in the hospitals end clipi00.

Presently in training are 146 medical residents and 57 medical interns.
Dente/ training inolmos:mOt reoldeote and 3$ interne. ThirtY-five physician
assistants 04 being trained for patient so employment in the hospitals and
clinics. Affiliations with unimaities and colleges proVide parseedital end
00000kina training to over 600 person.. ta addition, mg facilities provide
on-the-job experience to about 1,200 allied health personnel, such as nursing
assistants, 0041 bygieniets and assistants, orthopedic aalfstante, and
laboratory technicians.

An mount of $1,600,000 is requested in 1975 to provide health care to the
participants in the Public Health Service study of untreated syphilis. Health

care will also be provided to membere of their immediate tannic,. the balance
of the 1975 request reflects contlauition Of.the 1974 programs, elloving for
mandatory Imre**. cbligetiona include estimated reimbursements to be rd
aired principally for care provided in PH8 hoepitals to foreign seamen and
beneficiaries of other federal agencies.
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Coast Guard medical services

074 In021.14,,P/

Personnel compensation
and benefits

Other expense.

Total

151 45,070,000

3 oe4.o.lo

151 43,127,000

5,217,000 --
$57,000

tumoq
151 0.154,000 131 $8,344.coo 440i000

The budget estimate provides for medical services to Coast Guard personnel
aboard their vessels and at their air and other shore stations. It also provides
for Care in contract medical facilities, boepitalisatiou in Federal facilities
other than those operated by the Public Nealth Service, tad emergency medical
treatment in non.controt facilities as authorised by law. Not included in this
budget for medical services are costs funded by the Coot Guard such as space,
utilities, medical and dental equipment, mobile dental units, fOraituri office
appliances, and pay and travel allowances of Coast Guard personnel assigned to the
progrna.

Tull.time medical, dental, and anaillerY stet are assigned where =indent.
concentretioneof personnel exist to male operation of such facilities economical
to the Government. When USPI3 fatalities are inaccessible, contract care is pro.
vided by the utilisation of civilian or other Federal agency health Ore flan.
ties. Drug abuse and alcohol rehabilitation programs are in operation to provide
prevention, detection, treatmentand rehabilitation of personnel. In addition,
the major recruit training centers are operating facilities to rehabilitate per.
sonnel with minor psychological disorders. To enable the Coast Guard to meet its
military and other commitments, we are attempting to broaden the scope of the
health care delivery system to include industrial, environmental, aviation, and
underwater medical Servieel.

Health care facilities of the Meet Guard medical program are as followst

Major shore facilities 10
Minor shore facilities and dispensaries 8e
Mobile dental units 9
vessele

High endurance cutters and icebreakers
Small ships

Tuiel facilities

The funds requested for 1975 would be used to continue the program at Its
current level. The increase of 4193,000 is for mandatory item: such as statutory
salary increases end price increases for medical supplies and contract medical
care.
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federal Employee Health Services

ivies or

Amount

Personnel compensation
and benefits 264 $3,866,000 264 43,927A0 ... 461,000

Other expenses 1.699.00° 1,699,000

Total 264 5,565,000 264 5,626,000 461,000

10s01Airsable

obligations -5,000,000 4,047,000 7,000

Direct obliattions 50,600. 579,000 44,000

Responsibility for /*devil employee health is assigned to the Public Health
Service under P.L. 79-658, Auguit'8, 1946 (5 Mg 7901), and the &weft of the
Budget Executive Circular Ho. A-72, June 18, 1965.

The services authorised include emergency diagnosis And treatment of injury
or illness *aural* during working hours; pre-esyloyment examinations inaervice
examinations determined accessary by the Department or Agency heed) adainistra,
tics of treatments and medications under certain circumatanfts1 preventive
services to Appreise And report work environment health hatards; health education,
and spiolfio disease sereeang examinations and imminicationi; and referral to
privete pfroicians, dentists, and other community health resources. The alma.
fled goal is the provision of these services for all federal employees eh° work
in 4:44.446 of 300 or more.

the Division of federal Employee Health has eateblisbed the following
objectivesi

a. To provide consultation on the organisation and establishment of
employee health services to any federal OgenOY requesting advice)
to provide standerdi and criteria for the furnishing of such ea.
ployee health services) and, when requested, to assist agencies
of the Government in the evaluation of such services.

b. To organise, administer, and operate Federal employee bealm. servitel
for participating federal agencies on a reinwtsable

IA 1973, it is expected that over 100 health units will be operating under
this tetivity, providing occupational health services to an estimated 160,000
Federal employees. This continues the level of operation reached during 1974.
r6 requested increases of $47,000 in reinbursable funds and $14,000 in
appropriated fund* are for built-in items of expense.
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Paymant to Hawaii

Other expenses

1 24 acres.* or

os. et oa. Amount os, qat

- $1,200,000 --- $1,200,000 loom. .1. 040

Federal legislation was passed on June 25, 1912, providing for moots to
the Board of Health of the Territory of Hawaii for the cars and treatasta in its
facilities of persons with Hansen's disuse. funding.for this program began
ln F.Y. 1953 in the mount of 4500,000; fromill.Y. 1954 tiro F.Y. 1960, $1,000,000
vai appropriated each year and from P.Y. 1961, $1,200,000 has been appropriated
annually.

It should be noted that reimbureement is based on actual argentite so that
the revolted amount will not be paid unless it is actually needed. Any expenses
above the $1,200,000 are borne by the State of Hawaii.

The table below shows the estimated average daily patient load, patient
days, per diem cost, and appropriation requests for 1974 and 1975.

Average daily patient load 143 tiocor

200Patient days 52,
Inpatient per diem cost $35.33 /34.57

Inpatient coat 41,844,000 41,665,000
Outpatient coat 36,000 ...4442

Total cost 1,416,oco 1,,Apooxp

Appropriation :'*quest 1,200,000 10200,000
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Buildings and Futilities

wise. or
54

Fos. Amount POC----AdoUpt-

Other expenses 112,000000 $1,027.000 .. -$6,971,000

Budget authority -($14,250,000) --- ($1,100,000) - -(- $12,930,000)

The facilities of the Federal Health Programs Service include a system of
eight Public Health Service hospitals, the Leprosarium at Cerville, Louisiana,
and 26 outpatient clinics.

The 1975 budget requests $1,300,000 to support remodeling projects at three
existing outpatient clinics and for the relocation of three outpatient clinics.
It will also support three major improvement projects at the carville hospital.

The 1974 appropriation provided twang for repair and modernisation of the
PHIS hospitals; These facilities are about 40 years old and none has had sig
nificant improvement or modernisation in recent years. We are nov developing a
plan for use of the appropriated funds.
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Program Uansgeeent

19/3
increase or-- -.---

!Lc unt Pose Amount Y241-444.7

Personnel compensation
and benefits 893 $19,166,000 903 $18,625,000 +10 4341,000

Ether expense, 14.011.000 - -- 16.9$6.000 +2,947.000

Total 893 $33,117,000 903 $35,763,000 +10 +52,606,000

Subactivitits;

a. bureau of Comm.
Health Services

b. Patient Care and
627 $26,367,000 637 $24,534.000 +10 -$1,633,000

Special Health
Services 95 2,893,000 93 2,813,000 -- - 80,000

C. Office of the
Administrator

d. Payment to
171 3,917,000 171 31907,000 -- -10,000

GSA 4 529 000 +4 329 000

893 833,177,000 903 $35,783,000 +10 52,606,000

Introduction

The Program Management activity provides for a staff of 903 positions and
$35,783,000.

The primary purpose of this activity is the administration and provision of
program support to the bureau of Community Health Services, and Patient Care and
Special Health Services progress'. Provision is also being made for the payment
of rent to the General Services Administration. In addition, the Office of the
Administrator provides for the overall planning, direction and administration of
the Health Services Administration programs.

a, bureau of Cow unity Health Serviceol

The primary purpose of this eubactivity is to provide national !cadetship and
direction to legialstively mandated programs, and to provide full support to the
decentralised grant programs of the bureau of Community Health Services.

the headquarters staff is responsible for activities such as (1) the develop.
sent ,of polities, regulations, guidelines, and standards for the health
care delivery programs; (2) applied research and training in program
areas for the improvement of health services delivery; (3) development
el policies, 'guidon's'', sod mechanisms for the improvement of financisi -
aspects 61 the programs, such as maxiniestion of third-pirty reimburpementei

o'(4) development and testing of improvements in the orgenitation and stroeture
Of health tare delivery systems; (S) development and implementation of
standards for measuring project performance and qualityj-and (6) planning,
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pooitorinl, and analysts 4Ctiviriea to improve proven statement kid assure
the most effective allocation of tisonrcee4 In addition, thm hadquatters
staff provide. overall program direction and nahagesent support for the
propene of tha Suresu of Community Health Services, performs national
reports ng and analysis activitia,.and provide* specialised proems back-up
tfriWftiiOnAl

The regional staff has the primary raponability for project Stant
adalciitratioo for four major progrepat community health center., materhal
and child health, family planning, mad avant health. The teetotal staff
also provided techhicalssastance and program guidance to present and
poteatial grantees in the four major programs' areas. Ragicoal office staff
also furnish*. program support to Palma Health Service Corps field,
assignees.

Tor 1075, an increase of 10 poeitione over the 1974 cc:operable level and
pat decrease of $1,833,000 is shown -in this request. Therm decrease

reflect. the followitel (1) mandatory lariats amount to $693,000 (2)
program increase of $50,000 tot the 10 new sisihistrativa position* to
support the tattooed usher *tarps field assigneest (3) a decrease of
$1,129,000 representing a redUction in contract requirements; and (4) de-
creased costs of $832,000 resulting from the 1074 reduction of 33Waal
and Child Health position which supported the project treat authority that
win terminate to 10151 (9) a 44trOlie of $15.000 for one-time equipmat coats.

The National Health Service Corps will continue the asiossat'and
support of health prof0,010hale and allied health workers in communities
desighated as critical health Manpotar shortage aria. The requested
totreese of 146 field positions for the Cape will ellow it to setts On-.
additloial SS coarammititr4 above the Present level of 405 field pOeitioa
sawing 220 anotate*. The AO new position* Within this subactivity will
augment the negiohal Office technical assistance effort to field stations
end COmmunitia, IA line with the increased level. of Cat.* activity. The
Lhasa. Mill 410 assist the efforts of the Cape to strehgthen its rela
tionihips with professional associsticma and commnhity stoups, while
attempting to teduCt the communitiast'depeodeoce on the fedora governhat.
Central Office Staff will concentrate on two major actiritiat recruitment
of 4401, health intr000tioll and general improvement of echehistration by

development of poliaa, guidelines add procodotes that aye necessary for
the efficient operation of a mature program.

Sigh priaity will be given to securing increased third its Permeate
in roasting projects which have demonstrated a capacity to obtain thee*
payment.. Emphasis also viii be on improving project 1114441.1164 and quality

.

of care delivered through all luresh of CommUnity Health Services funded
service prostates.

The conversion of Maternal and Child Health project grate to formula
grant. is prOvided by Section SO2 of the Social Security Act will be
implemented in 1915. This will require States to pith and develop new
projects 40 required by law. Assistance will be provided to the State.
tot this wpm.

A major accomplishment during fiscal years 1973 and 1974 has bah the
treater of 0E0 projects relating to community health services and holly
planning to the sweeeu of Community Health Services. Many of the tutelar/A
family planning project hare' ban consolidated with Editing projects,
resulting in improva program and management capabilities. All transferred

31.014 0 74 IS
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projects will be reviewed in relation to current HIV program priorities and
receive assistance is improving their seoegement and increasing third-party
reiebureeiseote.

Another accosplishment vas the initiation ofilyetematio-approsches
inereale the level of third-party reiabureemopte in ipproximately 800
Bureau of Coemvnity Health Serviced funded health service delivery projects.
This required .a strengthening of the financial pleonioe, enageeeet and
collection cepebilities of the projects. Besides an increased level of
third-party financing, en taportant benefit to be pined will be the better
preparation of all health service delivery projects to relate to expanded
national health service (Luanda* progress.

The reorganisation of the program and support staff of the cosponsors
of the Bureau of Commnoity Health Services was also accomplished in 1974.
This reorganization has resulted io a functional alignment of headquarters
staff with greater flexibility to staff utilisation and improved coordination
asoog the prograsa administered by the Bureau. The reorganisation has also
iaproved the ability vt the Central Office to function io the context of
a decentralised program.

b. fellsot,Ceite 4,04 Soeciel Health Services,

The 1975 request for this subactivity includes 42,813,000 and 95
positions which represent, a net decrease of $60,000 for non-recurring
equipment and coptrsct costs. This request aupports the Moral Health
Programs Service-headquattive offices which provide the management neceslatY
to direct the operations of the eight ?HS hospitals, the Hatiooal Lepro
sarium at Carville, Louisiena, 26 outpatient clinics, the Coast Oisard
medical Program, and 103 Federal employee health units.

The major objective in 197S will be to develop alternative ways of
operating the ?HS hoopitals to ensure that they are as:lastly utilised.

c. Health Service& Adeinietration, Office of the Adainietretors

The 1975 request for this subactivity includes $3,901,000 and 171
positions. It supports a central staff necessary to planning, direction
and administration of the broad scope of program* and activities in the
Health Services Administration. Support is provided the Administrator in
the formulation of policies and program plans, and in tovalue'ing Agency
.progress io mission accomplishment. Also, staff essistaoc-. is provided

in,the areas of contract* and grants administration, financial management,
personnel management, property management, legislative services', nossuni-
tet400$ and public affairs, equal employment opportunity, and general

servicsa.

In 1975 the principal objectives of the Office of the Adainistratot are
to structure, implement, move-forward, and oversee the following major new
program initiative*,

(1)Health Maintenance Organisation legislation - steffing an appropriate
orgamisatioo, the developing of regulations and guidelines, the etructurieg
of a review process for the award of funds, designing of an accountability
mechanism, and the funding of projects.

(1)Profeasional Standards leview Organisation provisions of the Social
Security Act (P.1. 92-60) - concluding agreements for implementation
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octivitt$4 with t%4 Social Sociality Adelaistraties and the Social
Rehabilitetios Service. the prettily of technical &misuses to doll.
eying PUN sad State councils, staffing as &starlets Oripsisatia,
sad the develop et of taulatiees sad celislims.

Mileage/My Medical taste. Scots& w-stefflac-developiai
regulstioa sad goldeliam, sad the !radial of projects.

(4)Thitd -tett, telabersemet r iselemottag of procedure' to lecterns
the level of support CO TVS !Wed heeltb cue projects.

Is &ditties the Office of the Advietatrets will preside peliay sad
program leMersilp, AIM soothe sad evaluate pcogress is sektovisg oa-
poial metes objectives relselag to the Melt% 'tato* of heatless balsas
sod Alaska Wives, direct health care to Peters' beastiaterim, featly
PlemeleS. vstateal sad child health Sord444, seighborhood health teeters.
Abe Setiosel health service corps. and tbe federal employee health Mpg.

d. Tessmose-ropeol Serficea Moivistrattogi

This bodies proposes as factions of $4'214000 to cover the cat of
total teresste to 00A for build* sate occupied by the ocipaimain
.espported by this pprocciatica. lerstefore, time eats were berm
directly by OSA rather than by Oa tudivtiest 444441m. the Milletailst of
the Public Smildiap Aseadmete of 111/1 f1 -313) sad the tiolimatattio
of the Federal Imitdlege hod requires that the rout chargsos bo WOW
directly to the 'miss empaiuttoo In the lollAlege vadat OSA cats).
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HEALTH SERVICES ADMINISTRATION

Health service.

Pr Oltnn its

Activity Community health services -- Community health centers
(PBS Act, Section 314(e))

19)
Budget
Winos

POS. mud Authorisation Poe. Amount

--- 4205,500,000 $200,400,000

P. uTpDIss This program provides a mechanism for meeting special health needs
of people regionally, for meeting those needs considered to be of national
significance, and for developing and.initially supporting new health service.
programs, It also provides an effective means fortJpgradin$ and expending
the capacity to provide asbulstory health services in medically Undetserved
areas and allowing response to health needs of specific groups either en-
rolled in projects or residing within limited geographic boundaries.

explanations Under Section 314(e) of the PBS Act, project grants are awarded
to public or nonprofit private agencies, inetitutions or organisations to
support ambulatory health service proscenia which provide primary cars and
develop arrangements for the provision of specialty and inpatient tare.

Accomplishments in 19741 In 1974 approximately 118 corm unity health centers
have provided a range of preventive, therapeutic, and rehabilitative ambulatory
services to an estimated target population of 4,660,000. The centers include
former 0E0 projects which have been transferred to DREW over the past several
years. The number of people receiving services in these tenter. is estimated
at 1,200,000.

There are also 39 family health centers. In 1974, 25 of these centers
will be operational and the remaining 14 will be completing their develop-
mental work. It is estimated that the operational centers will serve
approximately 33,000 people.

Significant activity centers around working with health centers to
enable them to improve their overall management capabilities, particularly
financial management. A major financial inventory team site-visit
approach was initiated with the intent of identifying critical financial
management issues and of intreating third-party reimbursement levels through
improved project administration and management. The original HEW community
health centers have engaged in this process and it is expected that the newly
transferred 0E0 centers will complete the process by the end of 1974. Currant
plans call for using the site-visit financial inventory approach tot all
community health centers and family health centers which receive over
4500,000 in grant support. Projects receiving less than $00,000 will
engage in appiosthes involving coat accounting protedutes, training, and
audit guide to *rove their financial management.

1/ Authorisation expires June 30, 1974. Extension being proposed.
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Stiletto with respect to thirdparty reimhureseente have oleo been fostered
through the development end *lamentation of data systems. All centers, includ-
ing those newly transferred from 0E0, are expected to be meeting the reporting
requireettat by the end of this fiatel year.

Oblectives for 19151 A MOO pc4OritY,will be to continue efforts to set -
Iiilistic third-party collection targets, to improve the financial manage-
ment capabilities of the centers, and to .promote a technical *Wowed
Orestes to help community health centers achieve and maintain prograi
objectives.

The 45,100,000 decrease in direct federal funding for community health
centers will be counter-balanced by expected savings resulting from internal
project management improvements and will not adversely effect the number of
patients served or the quality of serviette. In 1915 an estimated 1,320,000
will receive service. as compared with 1,200,000 in 1974. .

Further, substantial initiative to improve the quality and efficiency
of services will be mounted. In addition to maintaining; outside evaluation
Of the quality of health tenter services, projects viii be assisted in
developing, conducting end utilisiog their own quality of cars assessments.
Projects will also be encouraged to develop improved strategies for attracting
and, keeping high quality physicians; god other health providers sod to attack
high priority coemmaity health problem*, such 66 infant mortality and hyper-
tension.

The featly health center efforts will continua suppOrt of the 39 projects.
it is anticipated that at leant 30 projects will be operational and that an
estimated 105,000 people viii be *toed is 1915, en increase of 70,000 over
1974. This increase viii be due to expansion of service delivery in current
operational projects as well as the addition of people served from about five
more projects expected to become operational in 1915.
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KUM SIRMICIS AMMISTIATION

Health services

P10.1TwilhasoSS And ActooPlishmlnts

Activity: Community health services -- Comprehensive health grants
to States (PRS Act, Section 316(d))

1973
Budget

1974 totimate.
ZolL Anomt Authorisation Datt 40'114

63 $90,000,000 63 890,000,000

Purposes These formula grants are overdo:1 to the Stateepublic health
authorities to tss1st the States in establishing and maintaining adequate
public health services in accord with plattenes and goals established by
the States.

belem1211 Under Section 3I4(d) of the PUS Act, grant allocations are
hand on a State's population and per capita into*.

Accomlishnents in 1974, t State health and mental health agencies' have
utililAed their funds to assist in the support of a broad range of basic
health programs provided at the State and local level. Awns the ongoing
activities that provide health servicesto both the general population of
the States and to high-risk groups within the States are tomollnble
disease control, environmental health program, laboratory services,
vital statistics, nursing services, and a variety of community mental
health services. it addition to supporting services which benefit all
claims, these funds are expended for personal health services such as
cervical cancer screening, immunisation end hypertension. Sons States
use the flexibility of these funds to support new approaches to the
delivery of these health programi others have expanded into new areas
of services for their State and local health agencies, such as family
planning, dental and medical cars Clinics.

063ectives for jr175 The 1973 budget reqwet would allow the States to
continue the sane level of support for their 1.lic health programs as
In 1914.

1/ Authorisation expires June 30, 1974. Intension being proposed.
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HEALTH SERVICES ADMINISTRATION

Health services

frosrPixtiActomPlijstents

Activity: Commstity health Services " Materna/4U child health"
grants to States (Social Security Act as amended through

1967, Sections 503 and $04)

1973
budget

1974 Estimate
lel, Amount Authorisation Amount

$243,931,000 1/ Indefinite by --- $243,951,000
activity

PurOopet Crests to States for maternal and child health and crippled children',
services are designed to (1) reduce infant mortality and otherwise piomote the
health of mothers and children, And (2) loceta, diagnose, and treat children
who are suffering from crippling or other handicapping illnesses. Project
grants provide comprehensive health care to poor and neer4poor mothers and
children who fight otherwise not receive such services.

Explanation, Grants are side to States on a formula basis and to State
agencies and public or nonprofit institutions of higher learning for special
projects of regional or national significance which contribute to the health
of mothers and children, including crippled and mentally retarded children.
In both the maternal and child health services and crippled children', set.
vices formula 'post programs, one;-half of the amountSppropriate4:in each
case is apportioned among the Stites on a population-related formula basis
and must be matched dollar-for-dollar. From the remaining half of the
appropriation, specified amounts are reserved for special project grants
and the balance is apportioned by formula (inverse population end per
capita income ratio) among the States. Matching is not required for funds
awarded from the second halt of the appropriation.

Section 302 of the Social Security Act provides that for the fiscal year
beginning July 1, 1974 and each year thereafter, 90 percent of the appropriation
shall be for 'allotments purauant to Sections SOS and 304. The allotment of 90
Percent of appropriation by formula in 1975 and each year thereafter will
result in significant changee in the States' maternal and child health pro-
greets. Whereas at present 36 States haveSstornity and infant care pro-
jects, beginning in 1975 all States will be required by statute to have
a program of maternity and infant care projects. Similarly, all States
will have children and youth projects, whereas at present, 31 States
have such projects. Each State program will also include dentel care, neo-
natal intensive care, and family planning projects.

1! This amount is distributed as follows: $125,678,000 for Grants to
States (Sections 501 and 504), $111,271,000 jot Project Grants (Sections
508, 509, 510) and $7,000,000 for Grants to States (Section 516).

2/ Authorisation fox all programa under Title V, Social Security Act, is
050,000,000.
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Ateomplishments in 1974 - -Grant. to Stetsilt The 1974 program continued to
provide a variety of health services to mothers and children, including
the following*

Mothers reclivine prenatal and postpartum care

1974
Estimate

in maternity clinics 359,000
Women receiving family planning services 1,017,000
Children attending veil -child conferences 1,500,000
Children receiving nursing services 2,700,000
Crippled children receiving physicians'

services 300,000
Children receiving dental treatment 800,000

Protect Magas! The 1974 program has been designed to provide a variety
of services to poor and near-poor mothers and children in order to improve
their health status. The following are some of the services provided and
estimates of numberiof individuals leeched :"

.

1974
Estimate

Admissions for comprehensive services'
Mothers 142,000

Infants 47,000
Women receiving family planning services 115,000
Children regi d for comprehensive health

care 483,000
Children cared for in dental projects 21,000

Objectives for 19751 In, 1975, services formerly provided under project

grants will be funded through the State grant mechanism. The 1975 pro-
gram will continue to provide a variety of health services to mothers
and children at about the same level as in 1974.

Mothers receiving prenatal and postpartum cars

1975
Estimate

in maternity clinics 501,000
Infants admitted for comprehensive services 47,000
Women receiving family. planning services 1,432,000
Children attending well-child conferences 1,500,000
Children receiving nursing services 2,700,000
Crippled children receiving physicians' services 500,000
Children registered for comprehensive services 483,000
Children receiving dental treatment 821,000
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EXALTS SERVICES ADMMEISTIATION

'With services

Protram Purpose andccompllehnolts

Activity: Community health services- -Maternal and child health research and
trainins (Social Security Act as amended through 1967,
Sections 311 and 512)

Pat
1974At Authorisation os out

*21,917,000 Indefinite by --- $21,917,000
activity 1/

furooses these program. are designed to improvs health and radical services
to mothers and children through applied research and through training of
)4rsongal involved in providing health are sad rolatod servicaa to lathers_
sad children, particularly mentally retarded and multiply- handicapped
children.

Explanations Primary .flora has been given to support of training in
'university-affiliated eseterefor the mentally retarded. Thee. canters
provide specialised clinical training is a multidieeiplinary setting for
phyalciads and other With personnel who focus their activity on the
sultiply -handicapped child, Grants to public or nonprofit institutions
of higher learning provids support for faculty, trainsaships, service.,
clinical Utilities and short -term institutes and workshops. Racearch
grants and cOntricts are made with public or nonprofit privete agencies and
appropriate research organiestions. the research effort is concerned with
mothers and children in all classoo of our society, with high priority given
to special problems for those sossents of the population not receiving
sdequete health care..

Accosolishemnte in 1974: The (ra a program provides staffing support for
s total of 20 university -snit aced metal retardation conters.in
geographically dispersed stens. The primary effort of these centers has boon
to support advanced training of professionals in motorail and child health
fields. to addition to supporting training for 300 individuals In 1974 these
centers offer a complete range of earvicei for mentally retarded and multiply -
handicapped children. The 1974 program also provides for training of up to
150 runse midvivos, pediatric murals and other physicians' assistants. This
progress, which was initiated in 1972, is separate from the training efforts of
the university- affiliated centers.

The research program through 66 projects, is focused on improving health
and medical services to smothers and children. Two of its major undertakings
concentrate on evaluation and assessment of the comprehensive medical care
projects. Other accomplishments include important findings in nutrition
related to lutanist and infant health, and development of a Clinic Self -
Svaluation Manuel for improving services of outpatient clinics.

Objectives for 1975: The 1975 budget continues the training and research
'progress at the same level as in 1974.

1/
Authorisation for all programs under Title V, Social Security Act, is
$350,000,000.
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Prove. Purpose and_Accomplishmants

Activityl Community health services Family planning project grants and
contracts (fitS Act, Title X)

1975

ludeat

1.9V. Istimet
polo. Amount Antborisetioq bel Amount

- $100,615,000 1/ - -- S100,615,000

Purpost; The goal of the family planning service program is to provide a
full range of high quality family planning services to all women who might
vent such services but cannot afford comprehensive family planning services.

IsplanstionL ProjeCt.gtaAte exe.made under. title 1 of the -Public .Health----------.
Service Act to State and local health departments and other public of
nonprofit private organisations to provide frailly planning services.
Title X authorises project grants and contracts for the training of family
planning workers, studies of new and improved methods of delivering family
planning services, end the development and distribution of family planning
education materiels.

Accosnlishments in 1970 Muccessful project consolidation efforts will reduce
the number of grants which must be administered from approximately 500 to
approximately 350. These efforts are expected to result in lover unit costs with
no reduction in the number of women served. Approximately 1,900,000 persons
will receive services during 1974.

Project grants and contracts totalling $6,115,000 will be awarded for
the short-term training of family planning workers; the development and
distribution of improved educational materials related to family planning;
and for operational research, planning and evaluation, and technical
assistance to improve the delivery of family planning services. Over 5,000
people received short-term training related to family planning Is 19/3 and
a similar number is expected in 1974: Technical assistance was provided to
the HEW regional offices, State and local governments, and priVate agencies
oo a abort-term (less than 30 days) basis. These activities consist of task -
oriented aid and guidance ranging from basic matters such as setting up
records through more complex issues such as increasing the usefulness of
reports or coordinating patient follow-up with patient scheduling, improving
project community relations or conducting special cost analysis studies.

1/ Subject to extension of PHS Act Title X which expires June 30, 1974.
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Obiectives for 12751 in 1975, priority will be given to improving program
management capabilities and accounting practices in order to assist grantees
to obtain third-party reimbursements. The increased reimbursements from
third-Party sources such as Medicaid and AFDC social services will enable
projects to serve additional women. The total number of women served by all
sourcea,including private physicians, is expected to total over 5,000,000 in
1915.

Emphasis will continue on consolidating or coordinating existing grants
within States or designated areas to improve the efficiency of services
delivery. The integration of family planning services into regular health
care settings will continue to be a priority, as will the monitoring of
medical care standards.

The training grants and contracts program level of $3,000,000 will
continua to provide direct short-term training to approximately $1000 family
planning professional and allied health workers in 1975.

The family planning education program of $600,000 will permit the
....cOntinued ditseminitiOn of.useful, appropriate. information about family

planning techniques to potential consumers so that they may be better able to
voluntarily determine the utilisation of services and the sire of their
families.

The services delivery improvement contract program of $2,515,000 will
continue to emphasise technical assistance to grantees in the areas of
program development and management. The technical assistance effort will
be used to assist grantees in developing data management techniques and
accounting systems to facilitate the collection of third-patty reimbursements
and in utilising patient data for program planning, management and evaluation
purposes. The technical assistance effort in 1975 will also support the
implementation of research findings on how to better serve hard-to-reach
consumers such as ddolescents, rural people, low-income workers and the
handicapped.
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Health Services

Program Purpose and AtcomPliehmente

Activity: Community health services Migrant health (PNS Act,
Section 310)

1975

Budget
1974 Estimate

Poe. Amount Authorisation Pos. Amount

--- $21,750,000 1/ --- $24,000,000

rurposes This program provides access to health care undies to :migrant
and seasonal farmworkers and their families in order to improve and maintain
the level of their health relative to that of the general populatior.

ExPlanatiOgt VOder Section 310 of the PHS Act, support is provided to_ ......

finance part of the coats (no specific matching requirement) of establish-
ing family health services clinics and to improve the health services and
health condition of agricultural migrant workers and their families by
providing health care services.

Accomplishments in 1974: In 1974, 353,000 persons are expected to receive
services, involving about 630,000 patient visits. Otherwise, program efforts
viii continue along lines similar to 1973, with emphasis on improved management
and attempts to secure higher levels of reimbursements. A uniform utilization
and cost data reporting oyster will be implemented in 1974, which will have
the potential to provide projects with data to assist them with management,
evaluation and planning.

A special project, designed to gather and evaluate data on hospital
utilization and coat of hospital services for a selected migrant population,
was initiated in 1974 at a level of $3,000,000. The Bureau of Health
Insurance, SSA, serves as the fiscal intermediary for reimbursing hospitals
for care provided to eligible migrants in this demonstration. Six migrant
health projects have initiated programs with nine hospitals to provide
access to inpatient services at a fixed daily rate for approximately 30,000
migrants.

As a result of a survey and analysis to determine the nature of
sanitary conditions at aelected migrant camps, active coordination efforts,
with Labor Department officials responsible for occupational health and
safety, will be emphasized in order to accomplish corrective measures in
the sanitation area.

Objectives for 1975: Activities will continue generally at current levels.
Projects will be assisted in improving their fiscal management capabilities
to secure additional third-party reimbursements! analysis of the hospitaliza-
tion experience will begin; and utilising the $250,000 requested increase,
limited experimental efforts will be directed to improving service delivery
in low impact areas.

I/ Authorization expires June 30, 1914. Extension being proposed.
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Health services

Program Purpose and Accooklishmente

Activity: Community health service. Health maintenance organizations
(PHS Act, Section 301 and title XIII)

1975
Budget

_074 Estimate
P! Amount Authorisation Poe. Amount

100 1965,000,000 12S 560,000,000

Puyposei The Health Maintenance Organization Act of 1973 (P.L. 93-222)
provides authority for a five-year program of assistance to promote the

_AltelopeentAt_oef_and expansion oLexisting health minimum* orgeoimeime.
(HMOs). The legislation is based on the concept that uaistance to HMOs is
one of the more effective WW1. of dealing with specific major problems in
health are today, such as:

-- the rapid inflation in medical costs
-- the inadequate emphasis on illness prevention
-- an incraksing unevenness in the distribution and quality

of medical care.

HMOs provide comprehensive health services on a prepaid, capitation
basis with emphasis on primary care, preventive service*, and efficiency
of operations.

Explanation: financial assistance is provided to public and private non-
profit HMOs in the form of grants and contracts for feasibility studies,
planning and initial development, and loans to help cover operating costs
during the first three years of operations. Profit-making HMO. are eligible
for loan guarantees for planning, development, and initial operating costs
if they will serve medically underserved populations. Priority for all
types of assistance will be given to Mae which will serve such populations;
201 of the funds are set aside for rural HMOs. the request includes
$15,000,000 to provide additional capitalization of the HMO Direct Loan
and Loan Guarantee fund. This will be a revolving fund; loans will be
sold to provide funds for new loans, with loans thus sold becoming
guaranteed loam. The request of $5,000,000 is for program support which
includes the coats for 12S positions and contracts for technical
assistance to developing HMOs.

1/ Financial assistance grants and contract! (1109(0)455,000,000; direct

loans (1309(b)), 875,000,000 in the aggregate for 1974 and 1975; loan
guarantees (1308(d)), indefinite; program support (301), indefinite.
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Accomplishment' 14 1974: An estimated 20 nor HMDe will become operational
in 1974 through funds requested es a supplemental appropriation. The
average loan amount is estimated at ;$00,000 per year. These new HMOs
have an estimated eventual enrollment of approximately half a million
people. the financial 840111t4i4Ct grants and contracts program will
IluppOtt an estimated 128 project*, as shown in the Accompanying table.
Program support objectives for 1914 include the recruitment And training
of staff; development of regulations for the grant and contract program;
establishment and implementation of processes for allocation of funds and
review of applications; making initial *wards of financial assistsoce; im-
plementation of the loan fund; end provision of technical assistance.
Liaison will be established with other federal agencies for the purpose
of beginning the certification of qualified Me eligible for the dual -
choice provisions of title 1111, cab well as with agencies responsible
for the purchase of health care for their beneficiaries.

Cbjectivee for 197S: The loan fund will provide assistance to about
34 operational HMOs, including 18 which will begin operations in 1973.
The 18 new HMOs will have an estimated eventual capacity to serve

-.--approxisstely.1,000,000 people.-- Create will he warded -to assist new ---
HMOs in their various stages of development, u shown by the table below.
Most of the 25 new positions will be allocated to regional office staff.
which will assume en increasingly important role in carrying out the
program, through monitoring of assisted and certified MU. Certification
of qualified HMOs eligible for the duel-choice provisions of Title 1111,
and liaison with the Department of Labor to Assure the compliance of
employers with those provisions will be expanded as existing labor con-
tracts expire. A silt.* for marketing direct loans to replenish the loan
fund will be implemented.

1974 1975
HMO Activity Ho. *moot

feasibility studies ir
_-.411.9221
83,000,000 60 $3,000,000

Planning 48 6,000,000 48 6,000,000
initial development 20 16,000,000 39 31,000,000
Loans 20 35,000,000 38 15,000,000

. Program: support 5,000.00 5,000,000

Total 148 65.000,000 185 60,000,000
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Health Services

Activitys Community health services National health service
corps (PUS Act, Section 329, as amended)

....11 1975
Budget

1974 /etiolate
tog. Amount Authorization Um,. Amount

405 49,849,000 1/ 551 $9,255,000

Purpoiet The purpose of the National Health Service Corps is to alleviate
-the critical health senpoyetilhort#111! bY,Wylding health professionals

This activity is responsible for the recruiting and assign-
ing of appropriate health personnel to critical health manpower shortage
steal and assisting communities in the development of self-sufficient

delivery *WOW,

Accomplishments in 19741 As of January 31, 1974, there were.340 health
professionals (140 doctors, 38 dentists, 43 clinical nurses and nurse
prectittotiere, and 19 other allied health personnel) assigned to 183
communities. Despite discontinuation of the "doctor draft", the Corps
has recruited a pool of health provider personnel. From this pool, 188
htalth professionals, Including 137 physicians and 25 dentists, vill be
placed in communities vith health manpower shortages by June 30, 1974.
The placement of-these personnel to fill vacancies and to staff positions
in approximately 30 new sites will utilise the 405 positions authorised
for FY 1974. in addition, 50 personnel, available for placement in
shortage areas in July, have been recruited.

During FY 1974, the National Health Service Corps 'ore clearly
defined its program functions and strengthened its relationships with
professional associations and community groups. The confrontation of
problems with management of sites, principles of medical practice,
community support in the form of equipment and supplies, and review
and evaluation of Corps sites resulted in the development of useful
procedures in program operations. The Corps mill continue to develop
and improve regulations, policies and procedures, as well as criteria
for community designation. Program activities continue to assist community
sites in developing self-sustaining capabilities to manage a local primary
care delivery system.

Al Authorisation expires June 30, 1974. Extension being proposed.
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Emphasis has been placed on developing an effective long-term re -
crulteent program for provider pereoonsl with special esphasts on physician
recruitemat. A major activity his been assisting coemaity groups in
settles up programs that link +widows to other provider units. These
programs, that tooter !soros d systems of care and develop professional
and personal relationships, rill greatly !Improve the possibility of the
health provider's remaining is the community. The Corps' retention rate
for 1074 will be 2S1 compared to 32 for 1973. because of improved matching
techniques and community aseistince activities, this rats should increase
la 197$.

Objectitea for 197S, This request will permit the recruitment of an
additional 146 health persoonel who, wher. recruited, will serve approximately
SS additional communities. It will oleo continua the support of 40! health
professionals is approximately 220 communities with critical health man
power shortages.
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PrcArala Purimnel end Accooplisheent,

Activity+ Quality assurance (PBS Act, Sections 301 and 311)

197$

1974
Budget -

Estimate
flat Amouot Authorisatiok Loa, Amount

Budget Authority

Obligations 224 $1,613,000 Indefinite 224 $5,174,000

Yu at The Bureau of Quality Assurance provides the professional health
*expert se necessary for-implementing-the Department's responsibilities, through---,*,
-standard setting and enforcement, for *souring the health and safety of Medicare
and Medicaid beneficiaries, as well as the appropriateness and quality of services
provided to such beneficiaries.

jxplanationo This activity provides for the development of specislised programs
related to medical cars administration, including the prOtessional health impute
of TitiO XVIII of the Social Security Act. The Bureau accomplishes its objective
by participating with the Bureau of With Insurance (SSA) and the Medical Services
Administration (SAS) in the development, interpretation and evaluation of progm4i
regulations, policies and procedures, and io the field administration of such
program requirements.

Accoepliehmente in 19741 A complete review and revision of Medicare conditions of
participation and the certification procedures for providers of services (hospitals,
skilled nursing facilities, home health agencies) and independent laboratorlsa, was
completed io 1.973 end final regulations will be issued this year.

RAPeriments1 standards for ambulatory health care centers were developed and field
tested in 1913 and such standards will be applied and their effects evaluated in
1974. 0

A major responsibility stemming from the Social SecurityAmendsents of 1972
(P.L. 92-603, Section 2991) concerts the End-Stage Renal Disesse Proems.
Planning for and development of interim regulations occurred in 1973. In 1974
the interim program will be conducted, the development of the conditions of
participation for the long-range program will begin. and the medical review boards
will be established.

Planning for the consolidation of standard setting and certification responsibili-
ties as they affect all providers of service under Medicare and/or Medicaid will be
conducted in 1974 in MA and MS regional offices. To help ensure effective
application of Medicare quality standards, physicians, nurses. and other health
services specialists are assigned to regional offices to implement prostate policlek,
regulations and guidelines and provide continuing assistance and consultation to
State Medicare end Medicaid agencies and regional SA1 and MSA stag. The resulting
upgrading of facilities and services accomplished through the federal -Stets
partnership has benefited persons of all ages, has strengthened State liceosure
statutes and regulations for health facilities, has had a positive effect on
voluntary accrediting programa, and will provide the base for future quality
sesurance methods especially under a national health program.

$2-020 0 - 44 - if
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Objectives for 19131 The Sutlan of Quality Miura:Ice will continue to taplasenthblie taw 92 -603 provisions for which it has a responsibility. Of prime
importance viii be the development and implementation of the conditions of
participation for facilities participating in the sad-stop renal diocese
treatment program. Data collection and evaluation of program experience during
1974 viii be conducted.

implementation of the standards consolidation activity viii take place with
realignment of staff, responsiblities and reporting channels. Continued emphasia
on surveyor improvement programs viii occur.

Continued regional office sad State agency evaluation of Medicare and Medicaid
provider standards through program review will occur in a stepped-up fashion.
Objective performance seassement will become the method used for such review.
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froarMiPursame and Mpomplishments

Activity; Patient care and special health services Patient care
(PHS Act, factions 301, 311, 321, 322, 324, 326, 328, 331, 332,
502, 504, and 42 U.S.C. 253a)

1975
Budget

1274 .au gig Althorisetion Poe..; Amount

Rudot Authority

3,084 $94,749,000 Indefinite 5,064- 499061,000

ottmatons

104,914,000 5,064 114,226,000

16

Latest The primary purpose of this program is to provide for the comprehensive
4Acare of AneriCan semen, Coast Ouerd and PHS Comalosioned Corp4 personnel,

ant persons with Hansen's discsAe. On a reimbursable basis, health care is also
provided in PHS hospitals and outpatient clinics to foreign seamen and bene-
ficiaries" of other Paderal

Evlanetion: To carry out this mission, funds have been appropriated to operate
Mite Health Service hospitals and clinics and, whore necessary, to provide for
ears of primary beneficiaries through contractual arrangements with other federal
and non - Federal hospitals, and with private physicians and dentists. Medical
care is also provided to beneficiaries of other federal agencies on a reinbut*
Ole bests.,

goVreiro+746ntsinli 'Wealth ears was made available to en estimated 500,000
car se, n addition to foreign simian and beneficiaries of other

Federal agencies. In the hospitals, there was a daily average of 1,520 inpa-
tients end an annual total of 1.470,000 outpatient visits to PmS facilities.
Contract care in other Federal and non - Federal facilities averaged 99 inpatients
per day; in addition, th,000 outpatient visita were made to private ph:m/41mM
and dentists. Recruitment efforts for hiring physicians, nuriii, and other
Medical employees were intensified to rebuild staff that the hospitals had beo4
losing over the peat few years.

Obleotives for 1973; The budget for 1975 provides for continued operation of
the PHS hospital and dint* system while undertaking a study on how these hoe..
pitali might be best utilised. With the expected increase in professional
staff and treatment capebilities resulting from recruitment efforts, the patient
workloads in PUS hospitals and clinics vill increase se the table below shoves

Workload; 1E2 sham

Average daily patient load
in PRS hoapitala 1,520 1,778 +258

Outpatient visits to,
PRS hospitals 743,ow 794,E 4117,000
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12A 1222 Magi

1118 outpstient disks ?25,000 765,000 440,000

Contract cars!
ACPL-in non -P89 hesPitale 99 89 .10
Contrsct physician visits 68,000 64,000 4,000
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ProW Purpose and Accospliahmcnte

Activity: Patient care and special health services -4 Coast Gyard medical
services (PHS Act, Section 325)

1975
ludget

1974 Estimate
Pos. Amount Authorization Pos. Amount

151 0,154,000 Indefinite 151 0,344,w°

2gpaet The Coast Guard Medical Program, under the direction of the Chief
ca t Officer, U. S. Coast Guard, provides for delivery of health care to

personnel who support the operational mission oflhe Coaat,Clulerd.4t.ita air and_
shore stations and aboard its vessels. Coast Guard personnel are also provided
inpatient, outpatient and emergency medical care and services on a contractual
beats in areas without Pilo facilities or in cases needing special care.

EXPlaaationt Appropriated ftnds are used to finance health care provided through
a system of medical facilities oleos:dried as dispensaries and sick bays, and by
contract with other hospitals, physicians, and dentists. Uhere sufficient con-
centrations of personnel exist, large dispensaries with full-time medical, dental,
and ancillary staff provide comprehensive care to authorised beneficiaries.
Smaller concentrations of personnel are served by smaller dispensaries and sick
bays which may have medical and dental officers assigned or may be staffed by
Coast Guard hospital corpsmen. In many instances, small concentrations of per-
sonnel are provided health care by local contract physicians, dentists, and
hospitals, as well as through utilisation of Federal medical facilities where
avkilable. The Coast Guard operates one accredited hospltal, located at the
Coast Guard Academy, New London, Connecticut.

tspa,
ishments intait In 1974, care wee made available to approximately
Coast Guardsmen (active duty and retired) and their dependents. Out-

patient medical and dental visits by all beneficiary classifications were in
excess of 600,000. A total of approximately 14,000 inpatient days were recorded
in Coast Guard medical facilities. Currently, care is beim-, provided for 100
patients a year, for four months each, at alcoholic rehabilitation centers.

Objectives for 1975: Objectives in 1975 will be to meet the needs of the
beneficiary population of approximately 138,000. Programs started in prior
years will be continued and expended to the extent possible. Efforts to improve
the effectiveness of health care delivery in pursuit of the above stated objec-
tives will continue.
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Croats* Purport and bcCoeplishmente

Activity Patient care and spooial health services -- federal employes health
services (P.G. 79-638, August 8, 1946, 5 CSC 7901)

1973_
budget

a
1 94

Ascent am-0...0A--sitis-0

Estimae
iwunk

ludget Authority

264 $565,00 Indefinite 264 $579,000

OkAtotions

264 5,50,000 264 5,626,000

Purposes Appropriated funds for Federal employee health services provide for
consultation to and surveys of Federal agencies on the conduct of Federal
employee occupational health progrems. This program also operates health units
providing selected services for Federal agencies on a reimbursable basis.

Explanations Prior to establishing a Federal employee health program, all
federal mencies mutt, by lev, consult with the Public Health Service regarding
program standards. The appropriated Aulds provide for consultation services
to say Federal agency, on request, on the establishment or evaluation of Federal
employee occupational health programa. Within its capabilities, the Public
Health Service also provides, under reimbursable sutbority, direct clinical
health'services to Federal agencies on request.

AeLltatvolmentees In 1974 over 100 consultations to Federal agencies,
teem iv* , associations were provided on the evaluation and establish-
ment of Federal employee health activities By the end of 1974, healthcare ter+
vices vitt have been provided to approximately 180,000 Federal employees in 103
health units.

COleCtiVeifor astisete for t975 will permit maintenance of employee
Eealth activities at the ism* level :tubed in 1974. The program will continue
toabe responsive to other Federal agencies for requested consultation end evalu-
ation of their occupational health programa. It vitt also continue operation of
103 health units providing services to approximately 180,000 Federal employees.
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Health arvices

?pogrom N112200 &id 40qmalishments

Activity: Patient core and special health services Payment to Hawaii
(PHS Act, Section 331)

tin
Duda(

Author:40ton Illlaatt

$1,2o0,00o Indefinite $1,200,000.

purpow Payments are made to the State of Hawaii for care and treatment of
persons vith Hansen's disease.

pplanationi The appropriated funds are paid SA a reimbursement of actual
.

expense to the Departant of Health of Hawaii to assiet in that ears and treat-
ment in its facilities. Any expenses above the appropriated funds are borne
by the State of Hawaii.

Aciomplisbmento in 19742 Care will have been provided to en estimated daily
average or 143 inpitients. This is a continuation of the decreasing inpatient
load of recent years. Of the total program costs estimated to be $1,880,000,
the share borne by Hawaii is $680,000.

9blioulp tor '0721 The average daily patient load is expected to be 140 in
1975. The total program requirements are estimated to be $1,908,000, of which
the Waal government will pay #1,200,000.
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Health services

Its 44 Purp94iLand Mcomplistments

Attivityl buildings and facilities.

_1975
tudrit
rati>Eete

Authorisation

iludget Authority

$t14,250,000 Indefinite $1,300,000

Obligations

12,000,000 5,027,000

Purpose For construction, alterations, and repairs and improvements of
Wild-gs and facilities, including preparation of plans and specifications.

Explanationl Projects anticipated for 1975 require new budget authority;
amounts appropriated remain available until expended.

Accomplishments in tt In 1974 the obliptional authority vs* directed toward
modernisation of the hospitals from both a safety and utilisation viewpoint.
Obligations were incurred as priorities of work were established.

Objectives for ITO; The $1,300,000 requested for 1475 would support nine
reptir and -Improvement projects for the Camille, Louisiana Leprosarium and
the tH3 outpatient clinics.
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Health'serviese

rOjrail *tense 4P4, Aecesollskreats

Activity[ Program Management (PBS Act, Sectio3 301)

1/71_
Sudset

Pos.Fer.-1,71-Winn AuthoriSttion 1401101.--...---

$93 $33,177.000 Indefinite 903 435,7$3,000

turposea This activity provides for the overall planning, direction and adainis -
tuition of the Health Services Administration propane.

tenlenationt This is direct operating program which includes salaries and other
operating funds to provide aapagesent support for the Health Services Administra-
tionso prows'. The positions supported in this activity sis utilised in head-
quarters to provide national Isedership and direction to lesialatively mandated
programs, and in Regional Offices to provide grant administration and a full range
of technical assistants and program guidance to present and potential grantees.

(1) Provided management and technical assistance to $4
ifiiii01166fh---SPV health center. and networks and 187 foully planning pro-
jects which were transferred from 050 during 1974. (2) Completed the health sap*
vice. funding regulations and published them in the Federal Resieter January 96
1974. These regulations are focused upon improving project management and
increasing the level of third-party reimbursements for approximately 800 health
services projects. (3) Began the implementation of the health services funding
regulations. In this regard, financial inventory for over'200 of the Sursau'e
largest projects was completed.

On June 30, 1974, project grant authority for Maternal and Child Health expires
and all former project grant funds will be allocated to States under the formula
'grant provisions of Title V. The title stipulates that services formerly provided
under project grants in 1974 will continue to be provided to the saes population
groups in 197$ and future years. A further requirement is that each State must
hivi'e plan which includes "programs of - projects ", is the five arms.. -Its..projogRe___
include maternity and infant care, intensive care of newborns, comprehensive care
of children and youth, dental health of children and family planning services.
In order to fulfill these requirements, Central and Regional staffs will concen-
trate their efforts on the provision of technical assistants and professional
consultation to the States.

In family planning projects, emphasis will continue to be placed on. consolidating
or coordinating existing grants within States or designated areas to improve the
efficiency of services delivery. The integration of family planning services
into regular health care settings will continue to be a priority, as will the
monitoring of medical care standards.

In migrant health, data collected in the hospitalisation demonstration project viii
be evaluated. This will provide needed information on migrant hospitalisation
utilisation and costs. Limited experimental efforts will be directed to improving
service delivery in low impact areas.

The National Health Service Corps will recruit an additional 146 health paraonnel
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and provide health care to an additional 51 communities. This will enable 551
health professionals to provide health car" to 275 communities. Ten new positions
are requested within this activity to augment the Regional Office technical assis-
tance effort. Central Office staff vill concentrate on two major activities
recruitment of new health personnel' and general improvement of adsinietration by
development of policies, guideline, and procedures that are necessary for the
efficient operation of a mature program.

These projects are dewelopies plans for maximising third-party reimbursement..
(4) Completed the development and installation of the ambulatory health ears
information system and the uniform cost accounting system in nearly 100 neigh-
borhood health centers. These "Wm will improve dacision-nuking and overall
project management. (5) Launched a special demonstration project which involves
selected migrant camps to provide hospital care for migrants and itinerant farm-
worker. and to other and evgluetri data gn hoenitel uttlisptiOn and cost.
(6) Completed a survey and an analysis of selected migrant camps to determine the
general nature of unitary conditions in the camps. Department of Labor wee
requested to cooperate in the elimination of the causes of identified problesa.
(7) Provided 405 health professionals to support 220 communities with critical
health manpower shortage areas. This is an increase of 72 health professional'
and SO additional communities than vets being served as of June 1973. (8) Provide
guidance and administritive support toward the implementation of major new program
initiatives such as Health Maintenance Organisations, Professional Standards
Review Organitations, Emergency Medical Service Systems, and third-party reimburse-
ments.

Objectives in 1975) A major priority will be to continue to improve the financial
management capabilities of lureeo projects. Emphasis viii be placed on the pro-
vision of technical assistance to aid project in the achievement of third-party
reimbursement goals. Special emphasis viii be on over 200 projects which were
aubjected to the intensive site-visit financial inventory approach. The increased
collections received from third-party sources may be used to serve a greater number
of people residing in target populations.

A substantial effort will be made to improve the quality and efficiency of services
delivpred in community health centers. in addition to maintaining outeide evalu-
ation of the quality of health center services, projects will be assisted in
developing, conducting and utilising their own quality of care assessments.,

The Office of the Administrator's principal objootives will be to continua to
structure, implement, and oversee major new program initiatives, such ast Health
Maintenance Organizations, Professional Standard. Review Organisation., der

-- Medical-Service -in id4ition; the Office
of the Administrator will begin to plan toward the eventual interface between
the more than SOO health delivery projects and a National. Health Insurance Program.

Payments to the Central Service Administration for rent will be provided.
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Allocations of Grants to States for Comprehensive Health Samaras

Stilt*
197J

Actual
, 1974
latimate

1975
Eatinakm

Alabama
Alaska
Arteries* Samos

Arizona
Arkansas

California

51,689,500
397,600
224,911
952,200

1 083 900

6 733 800

51,676,000
400,400
263,700
971,600

1,076,400

6,816,400

51,655,300
402,400
263,700

1,001,200
1,086,900

6,813,200
Colorado 1,081,200 1,090,300 1,102,200
Connecticut 1 242 900 1,248,400 1,243,400
Otlausre 419,400 478,600 478,300
District of Colunbia 516,600 514,400 111,100

llorida 2 767,600 2,803,000 2,882,900
Georgia 2 011,200 2,002,500 2,005,500
Guam 304,000 304,000 319,800
Hawaii 548,600 554,400 561,500
Idaho 572,000 580,000 578,800

Illinois 3,845,200 3,814,900 3,603,500
Indians 2 113 800 2,102,100 2,091,100
toys 1 292 800 1,300,500 1,285,500
K44114$ 1 072 000 1,053,600 1,059,800
Kentucky 1 557,500 1,545,000 1,542,500

Louisiana 1,716,600 1,116,100 1,713,600
Maine 672,000 683,500 681,800
Maryland 1 399 400 1,606,200 1,599,200
Massachusetts 2 149,800 2,156,400 2,162,200
Michigan 1 289 500 3,254,200 3,188,200

Minnesota 1 627,100 1,626,000 1,622,900
Mississippi 1,243,200 1,240,400 1,217,100
Missouri .... . ....,.

Montana
. ,,,1,930,100

557,100
96,600110,
3406' =

1,915,900
S51,400

Nebraska 821,600 418,700 819,700

Nevada 459,000 464,100 471,300
Nay Hampshire 568,400 569,900 369,900
New Jersey 2,589,400 2,606,500 2,576,700
New Mexico 690,200 701,900 713,700
New York 5,976,200 5,953,000 5,945,100

North Carolina 2,227,000 2,131,200 2,107,600
Iforth Dakota 342,400 529,400 533,100

Ohio 3,919,000 3,908,900 3,849,200
Oklahoma 1,260,400 1,261,600 1,263,600
Oregon 1,049,400 1,049,100 1,056,100

.83
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1/
Allocations of Grants to States for Comprehensive Health Services (toned.)

1913 1974 19-15
State Actual tatiwats tatimits

Pennsylvania
Puerto Rico
Rhode IslandM
South Carolina
South Dakota

Tennessee
Texas
Trust Territory
Utah
Vermont

Virgin Islands
Virginia
Washington
Weet qirginia
Wisconsin

Wyoming

Total

Evaluation Amount

Grand Total

2/

. .

$4,310,800
2 058 500

624,500
1 332 200

552,100

1 823 700
4 380 500
446,100
710,600
465,600

265,700
1,960,000
1 454 700
977,400

1 857 500

420.000

1:=
625,200

1,334,300
550,200

1,823,000
4.427,700,

440,500
715,300
465,000

265,700
1,949,000
1,457,600 .

975,100
11,861,900

418.300

$4,266,000
2,160,700

623,100
1,334,300
550,500

1,820,100
4,458,300
454,800
722,400
470,100

265,700
1,933,300
1,441,400
968,300

1,859,000

418.900

89 059 211

. . 90(1,000

89,100,000

900,000

89,100,000

900.000

89,959,211 90,000,000 90,000,000

1/ Allocations are awarded to States based on population and per capita
income with a minimum program requirement.

2/ Authorised by P. L. 91-296.
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MIAL11 8SRVIC8S ADMIXISTIATICd

Allocations oi_Critts forlisternal_and Child bath Unice*

Actual and Katimated Awards V
Fiscal Years 1973-3

States
1973 2/

Actual
1974

Itstistated

1975 V
Zatisatad

Alabama
Alaska
Abatie46 Samoa . . s .

$1,170,263
204,191

O. 0

$1,220,100
189,500
147,200

$4,017,300
323,100
159,000

Arisona 427,684 421,700 1,487,6(0
Arkansas 711,532 687,000 2,011,600

California 2,910,939 3,141,400 9,169,400
Colorado 489,699 504,100 3,070,900
Connecticut 307,000 497,800 1,675,000

Delaware 216,607 212,600 507,300

District of Columbia 273,171 246,100 3,554,200

Florida 1,659,063 1,561,200 5442,000
&lore* 1,662,802 1,627,700 4,756,400

Guam 158,600 159,400 231,900

Hawaii 239,667 252,600 968,600

Idaho 254,200 239,500 691,100

Illinois 1,719,924 1,779,600 7,964,700

Indiana 1,273,560 1,345,800 3,911,700

lows 723,339 735,300 2,136,500

Kansas 474,873 483,700 1,473,400

Kentucky 1,184,800 1,172,400 3,430,800

Louisiana 1,373,610 1,3t1,000 3,857,000

Maine 341,200 343,900 998,800

'Maryland 1,079,299 1,086,700 5,633,700

massachuaetts 829,533 898,300 4,227,800

Nicht*** 1,990,200 2,007,100 6,694,800

Ianneiotii . . . 1.1111 927,461 940,200- --- 2,864,000--
Mississippi 1,081,800 1,041,700 3,051,300

Missouri 1,082,733 1,154,600 3,156,400

Montana 230,755 224,500 610,800

Nebraska 363,321 355,900 1,751,200

Nevada 207,694 203,100 380,900

New eamphira 232,200 232,200 584,200

New Jersey 1,102,133 1,121,700 3,219,000

New Mexico 342,200 340,800 985,200

New York 2,669,162 2,669,500 13,545,400

North Carolina 1,911,072 1,835,300 5,373,100

North Dakota 220,550 217,700 586,200

Ohio 2,337,224 2,351,400 7,402,400

Oklahoma 617,587 624,600 1,810,700

Oregon 339,104 571,100 1,659,900
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HEALTH SERVICES ADMINISTRATION

Allocation, of Grants for Maternal and Child Health Serviceg (Cont'd)

Actual and Estimated Awards 1,
Fiscal Years 1971-5

States
1973 1/ 1974 1975 3/

Actual Estimated Estimated

Pennsylvania $2,605.000 $2,353,700 $7,465,600
Puerto Rico 1,685,200 1,375,700 5,856,000

Rhode Island 252,326 151%000 482,100
South Carolina 1,164,600 1,131,400 3,315,500

South Dakota 230,150 223,100 643,800

Tennessee 1,256,800 1,231,000 3,593,100

Texas 2,606,233 2,646,500 7,659,600

Trust Territory 123,000 164,800 20,500
Utah 423,049 430,100 1,249,100

Vermont 105,572 197,000 492,200

Virgin Islands 157,400 158,200 647,500

Virginia 1,343,300 11100,400 3,787,000

Washington 832,700 881,300 2,560,000

West Virginia 646,200 603,100 1,760,900

Wisconsin 1,031,757 1,056,000 3,066,700

Wyoming 165,011 183,200 189,700

Total distribution by
formula jj 50,481,852 50,574,500 168,847,500

Special projects for
mentally retarded
children ,4,729,969 4,750,000 4,750,000

Other special projects . . 5,431,402 5,453,500 5453,500

Total 60,643,223 60,778,000 179,051,000

-- ,

(s) One-half of the amount appropriated for each year is apportioned
among States on the basis of a uniform grant of $70,000 and an
additional grant in proportion to the number of live births in
the State. Amounts awarded must be matched dollar for dollar.

(b) The remaining half, after being reduced by the amounts reserved
for the two categories of spacial projects is apportioned by
formula. Each State receives an amount which varies directly with
the number of urban and rural births in the State and inversely with
State per capita income. No State receives less than $70,000 and
rural live births are given twice the weight of urban births

(c) The 1974 and 1975 figures represent tentative apportionment of the
Amount requested.

2/ Amounts reflected in this column are actual obligations including non-
recurring "8" funds released to some States after they received their
notification of allocation of funds.

y Included are $25,000,000 in funds distributed under Section 516. Thus
funds are not distributed on the basis of the formula described in

1(a) and (b) above.
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HEALTH SERVICES ADMINISTRATION

Maternal and'Oild Health.

Crania to States

State

Alabama
Alaska
American Samoa
Art2044
Arkansas

California
Colorado
Connecticut
Delaware
District of Columbia

1974 i)
Supplemental

$24,400
20,800

14,000

15,300

75,400

Florida. ---

Georgia 208,100
Cuaa 18,500
Hawaii - --

Idaho 47,100

Illinois
Indiana 535,800
Iowa 301,400
Kama, 28,300
Kentucky 402,400

Louisiana 143,500
Maine 144,900
Maryland
Massachusetts - --

Michigan

.... _...... .

Kim/iota -22,000'
Mississippi 443,300
Missouri 186,500
Montana 23,600
Nebraska ..

Nevada ---
New Hampshire 49,800
New Jersey 343,600
New Mexico 34,300
New York

North Carolina 689,000
North Dakota 95,200
Ohio ---
Oklahoma 153,700
Oregon 56,800
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HEALTH SSAVICLS ADMINISTRATION

liglarnal and Child Ilealtk (Coned.)

Grants to States

_Wits
1974 V

Sum:401104W

Pennsylvania $184,200
Puerto Rico - --

Rhoda Island 3,100
South Carolina 362,200
South Dakota 103,600

Tennessee 416,800
Texas 311,800
Trust Territory 44,800
Utah 186,500
Vermont 72,000

Virgin islands ---
Virginia 221,100
Washington 282,900
West Virginia 183,100
Wisconsin 459,300

Wyoming 28,300

Total 7,000,000

AS

1/ Theis funds may be used for either maternal and
child health services or crippled children's
services, at the option of the State.
(Section 516, Title V, SSA)
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HEALTH SERVICES ADMINISTRATION

Allocations of Cont. for Crikpjad Children'. Services

Actual and Estimated Awards 1
Fiscal Years 1973-5

State
197321 1974

Actual Estimate
1975

Eatimata

Alabama $1,373,500 $1,331,800 $1,307,500
Alaska 191,500 191,400 192,400
American Samoa 35,200 146,100 146,200
Arisons 536,900 511,600 496,600
Atkansa. 695,437 807,700 763,400

California 2,813,100 2,809,200 2,844,900
Colorado 579,000 563,700 548,400
Connecticut 543,800 543,200 542,100
Delaware 219,600 219,400 219,100
District of Columbia 237,842 230,400 229,600

Florida 1,562,629 1,602,100 1,537,200
Georgia 1,686,900 1,656,500 1,596,500
Guam 225,000 154,900 155,100
Hawaii 336,675 252,700 254,200
Idaho 360,547 299,300 290,500

Illinois 1,758,240 1,784,600 1,872,600
Indiana 1,478,000 1,436,900 1,494,600
Iowa 897,416 882,500 889,300
Kansas 599,000 598,500 369,800
Kentucky 1,314,200 1,288,500 1,221,700

Louisiana 1,332,510 1,306,800 1,315,500
Maine 360,400 360,204 379,400
Maryland 846,300 845,800 861,100
Maisachusette 894,878 895,600 982,300
Michigan 2,021,153 1,990,100 2,120,900

Minnesota 1,060,028 1,103,600 1,102,800
Mississippi 1,121,300 1,120,200 1,072,600
Missouri 1,197,700 1,196,900 1,198,100
Montana 286,001 .261,100 261,400
Nebraska 453,600 453,300 431,600

Nevada 286,800 211,700 213,100
New Hampshire 251,100 243,900 249,500
New Jersey 1,030,700 1,099,200 1,100,600
New Maxie° 494,100 373,900 377,500
Nev York 2 427 336 2,465,600 2,594,400

North Carolina 2,142,085 2,111,300 2,033,300
North Dakota 271,500 271,400 256,000
Ohio 2,463,100 2,461,500 2,516,700
Oklahoma 754,200 753,700 737,800
Oregon 584,900 584,500 187,500

71-020 0 - 74 17
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HEALTH SERVICES ADMINISTRATION

Allocations of Grants for Crippled Children's StrVicsa (Cont'd)

Actual and Estimated Awards 11
fiscal Years 1973 -3

States
1973 2/ 1974 1975

Actual Estimated Estimated

Pennsylvania $2,680,760 62,675,600 $2,814,400
Puerto Rico 1,370,933 1,370,400 1,484,300

Rhoda Island 261,261 261,100 261,300

South Carolina 1,181,700 1,180,600 1,132,500

South Dakota 280,000 274,800 273,600

Tennessee 1,449,297 1,422,200 1,353,300
Texas 2,943,906 2,918,900 2,840,500

Trust Territory 159,800 159,800 160,000

Utah 346,278 346,300 341,100

Vermont 208,871 204,400 204,000

Virgin Islands 150,900 150,900 151,300

Virginia 1,494,300 1,493,000 1,402,500

Washington 790,200 789,900 812,600

Vest Virginia 741,700 740,900 740,000

Wisconsin 1,239,800 1,218,800 1,313,800

Wyoming 186.462. 188.600 188.500

Total distribution by
formula 1/ 53,410,385 53,037,500 53,037,500

Special projects for
mentally retarded
children '4,996,045 5,000,000 5,000,000

Other special projects . . . 6,294.498 6,862,300 6,862.500

Total --. . . . . 64.700.928 64.900,000 64.900,000

(a) One-half of the amount appropriated for each year is apportioned
among States on the basis of a uniform grant of $70,000 and an
additional grant in proportion to the number of children under 21
years in the State. Amounts awarded must be matched dollar for

dollar.

(b) The remaining half, after being reduced by the amounts reserved for
the two categories of special projects, is apportioned by formula.
Each State receives an amount Which varies directly with the number of
children under 21 years in urban and rural areas in the State and
varies inversely with State per capita income. Ito State receives-less,

than a specific minimum amount and children in rural areas are given
twice the weight of those in urban areas.

(c) The 1974 and 1075 figures represent ten:etive apportionment of the
amount requested.

2/ Amounts reflected in this column are actual obligations including non-
recurring "B" funds released to State. after they received their
notification of allocation of funds.
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93

New Positions Requested

Health maintenance organizations

1975

Grade Number
Annual
Salary,

Program analyst GS-15 1 $28,263
Program analyst GS-14 6 145,482
Program analyst CS-13 7 144,739
Program analyst CS-11 1 14,671
Grants clerk CS-9 1 12,167
Secretary CS-7 3 29,907
Secretary GS-.5 6 48,330

25 423,559

National Health Service Corps

Medical Officer GS-13 35 916,615
Dentist CS -13 10 206,770
Public Health Advisor GS-13 10 206,770
Nurse Practitioner/Primex Nurse GS-11 35 513,485

Commissioned Officers
Medical Officer SA 56 806,680
Dental Officer SA 10 144,050

156 2,794,370

Total new positions, all
activities 181 3,217,929
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CENTER FOR DISEASE CONTROL

PREvrwrivt ITHAT/F111 SERVICF.14

WITNESSES
DR. DAVID SENCER, DIREOTOR, CENTER FOR DISEASE CONTROL
DR. MARCUS 11, KEY, DIREOTOR, NATIONAL INSTITUTE FOR OCC17-

PAT/ONAL SAFETY AND HEALTH
/AXES D. BLOOM, EXECUTIVE OFFICER, ()ENTER FOR DISEASE

CONTROL
JAMES a EAOEN, ACTING EXECUTIVE OFFICER, NATIONAL INSTI-

TUTE FOR OCCUPATIONAL SAFETY AND HEALTH
CLAUDE P. PIOXELSIMER, FINANCIAL MANAGEMENT OFFICER,

CENTER FOR DISEASE CONTROL
W/LFORD FORBUSH, DIRECTOR, DIVISION OF BUDGET FORMULA-

TION

PROGRAM AND FINANCING (IN THOUSANDS OF DOLLARS)

1913 1974 975
KiUal estimate estimate

Program by activities:
Direct program:

I. ". control:
rf, fronts

diibe rpiirtilyq=sirsillince and comrol

o di b oducatArl

41, IN
50

1
1;7 i3. 1,471' ) trod 01:4M0011$

2. health:
1) roots .,

4 PI A 111
Suit figs Ind foollithos
Program

rtio n
.111 I Ilkur

ft nal a CH , : i

21:11

I: Et
Total, direst program 142,142 152, 224 I* 77$Rol program:

1. seas. control , 6, on a 4,2, apationit NAM

Total, rolmbarsablo program 6. $,
Total program coats, funded I 144, Ill 160,554

Clung* In Wonted resources (II ndollsrad orders)
141: 111

Totslobliplions 149, 232 160,554 147,104Financing:
11101141 and reimbursements from:

Fodaral funds 5,628 74931 7, inNon-Fororal moms 252Unoblitat balance available, start at year 1,964ljnofilipta balance transferred from other accounts
HUWHOA arsiloblo, and of year. 1,000Unobligat balance lapsing 14, 917Unohligat balance rostortd 15,982

Budget authority 160,139 136,242 137,114

Budget oirthoritY:
APPartation , 1 19.1% 134,585 137,414Ira 'rod to °the( *counts 112fr. erred foam other accounts 100

Appropriation (adjusted) 160,139 134.453 137,414Proposed transfer for civilian pay raises 1,789

See footnoted at end of table.
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PROGRAM AND FINANCING CLASSIFICATION (IN THOUSANDS OF DOLLARS)-Continued

1973 *thial

Relation of obligations to nuttily

Obligated balance, start of year 111,1ii
Obligations Incurred, net.,

Obligated balance transferred net
00 ;listed balance, end of year

-1, 443Adtustments In expired *counts

Outlays, excluding pay raise supplemental 136,229
Matey% from civilian pay raise mininienmnilli

1974
intimate

1975
estimate

1124', 120 111,118

-7"" -73, nit

166,306 135,11i
1,737 5

I Includes capital outlay an follows! 1973, 12,370,000; 1974, $2.129,000; 1975, $2,129,000.

Note.-Excludo $33,000 in 1975 for activities transferred to Wastes and expenses. Office 01 /Assistant Secretary for
Health Comparable amounts tot 1173, 135,000.1974, moo ere included above. Also Wass 514,000In 1975 tot ac-
tivities transferred to mental With. Comparable amounts for 1973, $14,000; 1474, 314,00 are included above.

OBJECT CLASSIFICATION (IN THOUSANDS OF DOLLARS)

1975
1973 schist estimate

1974
estimate

Direct obligations:
Personnel compenseliont

Permanent positions 49,481 A 172 4t,4t1
Positions other than potinanont
Other personnel compensation 1,141 1:193 119/

Personnel benefits:Civilian.
Total personnel compensatiort 50, 92

SI; 318
511,,i4

5, i
tkmats tot fornoFfrwmel.
Travel and Pens tIO of persons

3'114
3, Ill k

lb ngs
ant, COMmOnkst4rw, end utilities 3,49/ 5,6 ' 6,

Other servkes
pplies and nusteilib

1172

35, f
4,

/ 7,
kiting and rsproduction

Equipment 2, 2,1

Grants, subsidies, sod contribuliont 6514 45,453 45,4
Lands and structures

Insurance claims and Indemnities

Subtotal 143,153
Quarters end subnistence chutes -1

Total direct obligations 143,152 152, 224 136, 7ii

152,226 131,7111

Reimbursable obligations:
Personnel compewtioft!

Permanent poQtions 3, SH 2,0?
Positions other thin permanent
Other personnel compensation 48

Trawlbentnb: CivilianTravel and transportstion of persons fal
2,Total personnel compensation 3, t71/

Tonsportation of things 63
Rent, communkalio ,ins and utilities

111
349

Printing and reproduction 6$

Supplies and materials 619
2,
1,

°oft mim 695

Equipment 161 3

Total reimbursable obligations 6,080 8,330 6,330

Total obligations 149,237. 160,554 147,101

PERSONNEL SUMMARY

Totat number of permanent positions 4,272 3,599 3, 656
Full -time equivalent of other positions 103 154
Average employment 4,130 3,707 3, till
Avenel, grade S.9
Average notary $13,86i $14,474
Average antic/ of ungraded positions $9,$24 69,770 819., 778
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Mr. FLOOD. The commit tee will come to order.
We will hear the Preventive Health Services.
The presentation will be made by Dr. David J. Sencer, Director for

the Center for Disease Control. The biographical sketch that we have,
Doctor, we will insert in the record at this point.

[The information follows:I

DEPARTMENT or HEALTH, EDUCATION, AND WELFARE, CENTER FOR DISEASE CONTROL

(BIOGRAPHICAL SKETCH)

NaD101 David J. Sewer, M.D.
Position; Director, Center for Disease Control.
Birthplace and date; Grand Rapids, Mich., November 10, 1924.
Education; Wesleyan University, Middletown, Conn., 1944; University of

Mississippi, 1940; University of Michigan, 1051, MD.; University Hospital, Ann
Arbor, Mich., 1961, internship; internal medicine residency, 1964; and Harvard
University School of Public Health, 1968, M.P.H., maple cum laude.

Experience:
Presets Director, Center for Disease Control, Atlanta, Ga.
January 1978-May 1978: Acting Administrator, Health Services and Mental

Health Administration.
1904-00: Deputy Chief, Center for Disease Control, Atlanta, Oa,
196041; Assistant Chief, Communicable Disease Center, U.S. Public Health Sow-

vice, Atlanta, Oa.
1060-60 : Program Officer, Bureau of State Services, U.S. Public Health Service,

Washington, D.C.
1965 --69: Medical Officer in Charge, liuscogee County TB Field Research Pa-

cility, DSPBS, Columbus, Oa.
1955: Medical Consultant, Tuberculosis Program, U.S. Public Health Service,

Teaching appointments: Visiting lecturer on tropical public health, Harvard
University School of Public Health, Boston, Mass.; clinical profesSor of prevent-
ative medicine, Emory University School of Medicine, Atlanta, Oa.

Association memberehips: American Medical Association ; American Public
Health Association; American Thoracic Society ; American Society of Tropical
Medicine and Hygiene; Delta Omega; Georgia Tuberculosis Association ; Inter-
national Epidemiological Association; diplomat with American Board of Pre-
ventive Medicine; and fellow with American College of Preventive Medicine.

Scientific publications:
Comstock, 0. W., Rens, H., and Sencer, D, Z., "'Clay eating and sarcoldosis," a

controlled study on the State of Georgia. Am. Rev. Reap. Dis. 84; 130-184, 1961.
Sencer, David J., "Followup; services for nonhospitalized patientsthe na-

tional picture," Bull. Natl. TB Asso. 61: 13-15, 1966.
Sencer, David J., "Management of turberculosis in the general hospital," in Proc.

of Institute on Control of Infections in Hospitals held at University of Michi-
gan, Ann Arbor, Mich., Mar. 1-3, 1005, pp. 110-122.

Sencer, David J., Dull, H. Bruce, and IAngtnuir, Alexander D "Epidemiologic
basis for eradication of measles In INT,' a statement by the Public Health
Service. Public Health Rep. 82: 253-256, 1067.

Sencer, David J. "A program to eradicate measles" (editorial), Am. J. P.H. 57:
729 - 730,1907.

Sencer, David 3., "Public understanding of the health sciences," Ann. N.Y. Acad.
Set. 142 :1530-642, 1007.

Sencer, David J., "Health protection in a shrinking world," Am. 3. Trop. lied.
18: 341 - 345,1900.

Sencer, D. J., Witte, J. J and Karehmer, A. W., "The epidemiology of rubella
in the United States," in Proc. International Symposium on Rubella Vac-
cine, Symp. Series Immunobiol. Standard. Vol. II. Basel/New York, Karger,
iseo, pp. 0-14.

Sencer, David J., and Staff of Laboratory Division and Epidemiology Program,
"Emerging diseases of man and animals," Ann. Rev. llicrchiol. 25: 405-480,
1971. In press.

Mosley, J. W., and Sencer, D. 3., "Isoniazid toxicity," JAMA 218: 447, 1971.
Sencer, David J., and Rubin, Robert J., "Risk as the basis for immunization

policy in the United States," prepared for delivery at Symposium on Influenza
Vaccines for Men and Horses, November 1072, London, England.
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DEPARTMENT OP HEALTH, ViDUCATION AND WELPAIIE, PUDLIO HEALTH SERVICE,
CENTER YOB DISEASE CONTROL, PREVENTIVE HEALTH SERVICES

Mr. Chairman, you have before you the 1975 budget for Preventive Health
Services which requests $137,814,000 for 1976. This budget will enable the Center
for Disease Control to press ahead with programs and activities designed to
Improve the health of the people of the United States by preventing or con-
trolling diseases, improving laboratory performance, and assuring sate and
healthful working conditions for the Notion's work force. In working toward
these ends, the Center undertakes a full range of activities including research,
technical and financial assistance, standard setting, and, In some instances,
regulation. The document emphasizes the accomplishments we anticipate if our
appropriation request is approved. I would like to take this opportunity to give an
accounting which highlights what we will achieve this year; providing, hope-
fully, a more complete picture of where we are now in relation to where we hope
to be next year.

DISEASE CONTROL VENEREAL 'DISEASES

I can report that the expanded venereal disease control campaign which we
started in late 1972 Is showing demonstrable progress. Continued pressure on the
venereal disease problem has had results in both Infectious syphilis and gonor-
rhea. During the first 0 months of 1074, infectious syphilis declined by 2.4 per
centthe first RUOI decline since 1009. This represents significant improvement
since infectious syphilis actually increased at a faster rate during 1073, the
first full year of the Intensified national program. Because these improve-
ments began during the second half of 1073 and have accelerated so far this
year, we are projecting a 5 percent decline in infectious ayphilis next fiscal
year (1976).

Although gonorrhea remains on the increase in the United States at the pres-
ent time, the changes In Incidence have been In some ways more Impressive than
the record against syphillis. The average annual rate of increase in reported
gonorrhea has been approximately 15 percent over the past 5 years with an in-
crease of 12.7 percent recorded in 1973, Daring 1073 the first year of the program,
approximately 5 million screening tests for gonorrhea were provided to women
which resulted in the diagnosis and treatment of almost a quarter of a million
Infections. As would be expected, the number of females diagnosed with gonor-
rhea during 1973 increased by more than 30 percent over 1972. Male eases in-
creased by only 2 percent which is the lowest annual rate of increase recorded
In the past decade, However, during the first 0 months of this year, reported
cases of gonorrhea have increased by only 0.2 percent compared with the same
period of a year ago. Even more significant is the fact that during the second
quarter, male cases actually decreased 9 percent and the rate of Increase for
female eases dropped to only 15 percent, All of this has occurred at the same time
that screening activities were expanded to the point where some 000,000 tests
were being performed per month. These trends lead us to predict that the In-
crease In gonorrhea will be halted next year

DISEASE coxraotIMMUNIZATtos

In our budget justification, we have expressed the progress of our Immuniza-
tion programs In terms of anticipated increases in the levels of protection against
measles, rubella, and polio. This approach gives you it good measure of how our
programs are doing, but it does not tell you what is happening with the diseases.
For example, in 1071 project grant support for the measles control program was
reinitiated when the number of reported cases of measles jumped to more than
75,000. By 1073, the number of cases dropped to less than 27,000 and so far this
year we have seen an additional 33 percent decline when compared with the game
period in 1073.

The track record against rubella parallels the measles experience. More than
56,000 eases of rubella were reported in 1970; less than 28,000 in 1073. Reports
this year indicate a decrease of 40 percent compared to the same period In 1979.

Disease incidence is down, but our job is far from over. Indeed, our job will he
harder as we zero in on specific problem areas.

DISEASE CONTROLENVIRONMENTAL IfFALTIC HAZARDS

Many families in our Nation's urban areas are sharing living space with large
rat populations. While the rat problem is a symptom of broader problems of urban
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decay, there are public health control measures that can be undertaken. Theurban ret control pint program was begun in 1001) and Is now serving seven mil-
Hon target area residents in 69 communities, The goal of these projects is to re-
duce rat Infestations to a maintenance hvel which will permit a less costly, locally
supported program operation. By the end of 1974, we will have reached the main-
tenance level in 50 percent of the target areas and will Increase this to 60 per-
cent by the end of next tiscat year.

Another environmental health problem, especially in our urban areas, Is theresult of the fact that many children live in dilapidated housing which is likelyto contain leadbased paint. It is estimated that 000,000 children actually Ingest
enough paint to have elevated blood lead levels. All of these children are at riskof developing illnesses which vary from mild symptoms to, severe mental re-tardation and death. Although the long-term solution to the problem is to elim-
inate lead-based paint from all dwelling units, the immediate problem of pre-
venting unnecessary illness and suffering must be continued. Until the housing
problem is solved, public health efforts must be concentrated in screening activi-ties to Identity thome children who have elevated blood levels. One of the majorobstacles to the continued success of the screening program is the inadequate
number of laboratories capable of performing blood lead analyses. Therefore, in1974, wing 1973 restored funds, we will be making grants to State laboratories
to enable them to develop the necessary competence In this area Solution to thepublic health problems of lead-based paint poisoning depends upon such a
strengthening of State public health laboratories.

DISEASE CONTROIrINVESTIOATIONS, SURVEILLANCE, AND ENDEMIC Am
When the Center's disease Investigations, surveillance, and control activities

are mentioned, many people think of our epidemic intelligence service. This
highly trained corps of epidemiologists, or "disease detectives," respond to disease
outbreaks throughout the country, or overseas, on a moment's notice. In 1974, we
estimate that they will have been involved in over 1,200 disease investigations.
Less glamorous perhaps but just as vital are the longer term studies that may
nos

eld new dims* control Information, new prevention techniques, or new dies.
tic tests. In addition, disease prevention and control efforts rely heavily upon

the maintenance of an effective surveillance system which provides current
intelligence on disease developments. Since the budget document gives a good
idea of the scope and depth of these activities, I will mention just a few episodes
which serve to illustrate our approach to solving disease problems, Last sum-
mer a large outbreak of gastroenteritis was reported aboard a cruise ship op-
erating in the Caribbean. Most of the 700 passengers and more than half the
crew of 300 were stricken. A team of physicians and taborets:glans were die:
patched from the Center to meet the ship on its arrival. The problems was iden-
tified as stemming from inadequate chlorination of the ship's water supply.
After corrective measures were taken, the vessel was able to resume operations.
The incident triggered a general investigation of health and sanitation aboard
cruise ships. In mid-February, there was a meeting In Atlanta with represent.
:dives from the cruise ship lines to discuss ways to prevent such outbreaks.

Another example can serve to Illustrate the value of an effective surveillance
system. In the first 11 months of 1978, only Ave cases of salmonella eastbourtie
were reported to CDC. But in December and Jannary, 44 cases were reported
from 11 States. Preliminary investigation implicated Christmas candy as the
source of infection. Joint investigations carried out by State and local health
departments, the Food and Drug Administration, and CDC confirmed the early
findings and Identified the soecific product In question. On February 1, FDA an-
nounced the voluntary recall of the chocolate candy by the manufacturer.

There is one area where we feel we have fallen short and that is in the preven-
tion of hospital infections. Improved. rapid reporting of bospitally acquired in-
fections Is a prerequisite. But in many cases, an outbreak has come and gone
before we are aware of it. While retrosnective Investigations add to our knowl-
edge, we are not able to apply our knowledge in preventing Illnesses. To prevent
hospital infections will require changes in the thousands of hospitals woad
the Nation. To bring about changes in hospital procedures in the face of rising
hospital costs, we must be able to demonstrate that preventive measures will
work and wilt have an economic payoff. In 1975, 10 additional positions have been
requested for this purpose.
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DISEASE CONTROL--I,ADORATORY IMPROVEMENT

The passage, in 1907, of the Clinical Laboratory Improvement Act (OLIA)
marked a significant step forward for the Center's laboratory Improvement ac-
tivities. Laboratory quality standards under medicare and FDA regulation of
certain diagnostic products have added dimensions to the Department's impact
on clinical laboratory performinte. In 1074, another milestone was reached.
Under an agreement between CDC, the Health Services Administration, and the
Social Security Administration, the Center le developing common technical labora-
tory standards that will be applied to more than half the Nation's estimated
12,000 clinical laboratories, In addition to extending the coverage of the labor-
atory improvement program, we are continually evaluating its effectiveness, For
example, a recent study indicates that normal laboratory performance may be
below the levels reflected in the proficiency testing we do as a part of the licensure
program. It further analysis verifies these early findings, It will be necessary
to revise our approach to the monitoring of the quality of laboratory perform-
ance. To carry out this expanded program, we are requesting 10 additional
positions in 1076.

DISEASE CONTROL--BEALTH EDUCATION

In 1075, CDC will undertake an important new initiative designed to provide
leadership and coordination of health education activities which have been lack-
ing across the range of Federal health programs and the private sector as well.
In doing so, we plan to build upon and expand the promising educational programs
already underway in the Center's National Clearinghouse for Smoking and
Health. We shall be working closely with voluntary and professional associations
in helping to launch the private-sector-based National Center for Health Educe-
Hon which was called for in the President's special health message tO the Con-
MK At the same time, working with and through a special interagency health
education committee, we hope to bring together major educational efforts of many
Federal agencies so that they will reenforce each other, rather than compete for
public time and attention.

OCCUPATIONAL BAYETY AND IIRLLTit

The impact of occupational injuries and diseaSe is staggering. Over 14,000
deaths occur each year from job-related injuries, and we estimate that up to
100,000 deaths can be attributed of occupational disease. Workmen's compensation
costs alone average $2.3 billion per year. Working through the Center's National
Institute for Occupational Safety and Health, our Department complements the
activities of the Departinent of Labor whose prime function in this area is to set
and enfoece occupational safety and health standards. In other words, we develop
safety and health criteria which are used by the Department of Labor to set
safety and health standards. Under the Federal Coal Mine Health and Safety Act,
we are responsible for promulgating health standards and conducting research
on health problems of coal miners, while the Department of Interior is charged
with the safety responsibilities.

The development of occupational health criteria is a process which may take
many years depending upon the extent of our knowledge about a given occuPa
tlonal disease Or hazard. Therefore, the selection of research areas is of critical
importance. This tall, formalized joint program planning between NIOSH and
the Occupational Safety and Health Administration was instituted. White both
organizations would benefit, we expect a sharpening of our research objectives so
that we can better plan the research which should be undertaken in-house and
that which should be supported by contract. To support and extend the impact of
its research activities, NIOSH conducts surveillance of occupational illnesses and
accidents, provides training, carries out industrywide studies, and responds to
requests from employers and employees for health hazard evaluation.

In 1974, NIOSH personnel responded to some 200 requests for health hazard
evaluations. One such request relating to a plant engaged in vinyl chloride
polymerization uncovered an unusually high number of cases of angiosarcoma of
the liver among the workers. This is an exceedingly rare tumor. The clustering of
cases among a small number of workers at a single plant is a most unusual event
and raises the possibility of some workrelated carcinogen, and the possibility that
the problem may be industrywide. EpIdemiologle studies are now underway to
determine the extent of the problem in the United States. For 1975, we have re-
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quested an additional 40 positions In order to strengthen our Iiihou6e research
capabilities.

Mr. Chairman, I will be happy to answer any questions that you or other 'nem
bets of the committee may have.

Mr. FLoon. Do you have someone with you that von want us to know?
Dr. SENCER, Yes. Dr. Marcus M. Key, the Director, National In-

stitute for Occupational Safety and Irealth ; Mr. James D. Bloom, Ex-
ecutive Officer, Center for Disease Control, on my left; and Mr. Claude
14% Pickelsimer, Jr., financial management officer of the Center for Dis-
ease Control,

Mr. Ikcx-o. I see you have a prepared statement here which we have
examined at some length, so we will question you and see how your an-
swers are this morning. The statement, will be inserted in the record fol-
lowing your biographical sketch.

PROGRAMS SUPPORTED

This appropriation, of course, supports several activities, such as dis-
ease cont rol, infect ions diseases, rat control, lead-based paint poisoning,
laboratory improvements, and occupational safety and health.

VENEREAL DISEASE

On this matter of venereal disease, take a look at page 110 of your
justifications. There is stated : "Venereal diseases are epidemic in the
United States."

We have been listening to that for several years. I believe that is ex-
actly what. you told us last year. If it. is true, why are you requesting
exactly the same funding in 1075 that you had available in 1074?

Dr. SENCER. We are requesting the same funding level, Mr. Chair-
man, because we are through with our startup phase of the program,
and are now actively engaged in all project areas. I think if youwill
notice in our opening statement that we do point out that while it is epi-
demic, we are beginning to see some signs of improvement, Actually,
infectious syphilis in the first 6 months of this fiscal year has declined.
This is the first time since 1909 that we have seen a decline in the rate
of infectious syphilis in this country. We attribute that to the fact that
there has been an increased effort in the area of gonorrhea as well as of
syphilis, and Ive think that by treating the many cases of gonorrhea
now, we are preventing syphilis from occurring. The incubation period
for syphilis is considerably longer than for gonorrhea, so that if an
individual has contracted the two diseases simultaneously, by treating
his gonorrhea we have also treated syphilis before it has made its
clinical appearance.

Mr. FLOOD. Are you doing enough to inform the public?
Dr. SENCER. Yes. We have been making a concerted effort both with

the medical profession and the public in the past year. We have been
publishing in a variety of journals, information on the severity of
gonorrhea if it is untreated, particularly in women. Wo estimate that
the amount of gonorrhea that we have treated in asymptomatic women
this past year has prevented about $60 million worth of hosptialization
for the treatment of pelvic inflammatory disease in women. This year
we have undertaken, with the. JC's, an intensive nationwide program
to inform the public through local means.

Mr. FLOOD. I have seen a good deal of publicity about that. That
is very good.



265

Dr, SENCI1R, Yes. We also have a nationwide program now called
Operation Venus, which is funded by the Public Health Service but
operated by a teenage group in Philadelphia. I think I have mentioned
this before. We have now gone nationwide with this program where
any teenager who is concerned about, venereal disease, can call Phil
adeiphia not on an open line but on a free telephone line, and get
information about what he should do in his local community.

Mr. FLOOD, I remember discussing this a couple of years ago. What
are you doing with public education concerning the misunderstanding
about catching V.D. from toilet seats, the faucet in the bathroom, and
all these kinds of things. You remember the long list, all those talks
4i.. ideas, whatever they were. Are you still with those things, do you
just blush't those offt or what?

Dr. SENCETt. I think the public has become considerably more sophis-
ticated in terms of what can be said and how it can be said in public
about diseases that are sexually transmitted. In areas where venereal
disease is particularly prevalent, in the inner city areas, in society

Imaginative----
who have different life style, there have been a number of

Imaginative
Mr. FLOOD. Society groups?
Dr. &Nem I am thinking of some of the hippie communes, the

people who have different life styles, where we do find higher rates
of venereal disease. There have been many imaginative approaches
to publicizing the true nature of venereal disease, the true nature
of its transmission.

Mr. FLOOD. Mrs. Green couldn't be present'here this morning. She
had a prior commitment. She asked me to address this question to you.

Last year we had a discussion of the reasons why you were pro-
posing to screen only women and not men for gonorrhea. I believe
your answer was that women may have this disease without any ap-
parent symptoms, but that men who have it are likely to have painful
symptoms and to seek medical care. Are you aware of the studies
which were recently reported in the newspapers, which found that
many men carry gonorrhea without knowing it because they have no
symptoms? Would these findings cause you to change your policy
with respect to screening of men as well as of women for venereal dis-
eases, especially gonorrhea ?

Dr. SENCER. Yes, sir.
Mr. FLOOD. I want to insert in the record at this point an article

from the Los Angeles Times of March 3, 1974 entitled "Symptomless
VD in Men Reported" as well as another article from the New York
Times of January 20, 1974, "Some Gonorrhea Lacks Signs."

(The information follows:1

[From the New York Times, Jan. 20, 19141

SOME GONORRHEA IN MEN LAM SION

STUDY FINDS MORE UNKNOWN CARRIERS THAN SUSPECTED

(By Lawrence K. Altman)

A team of University of Washington doctors has found from a study of
civilians' and soldiers that many more men than previously believed are un-
known carriers of gonorrhea. Public health officials say that this venereal dis-
ease has reached epidemic proportion in many countries.
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Ina report of this week's Issue of The New England Journal of Medicine, the.
Seattle doctors said that "a major factor in the current gonorrhea pandemic is
the failure of physicians to identify and treat" symptomless mate carriers of
the bacterium that causes gonorrhea, New York City venereal disease experts
have found similar results from an unpublished pilot study.

The culture teat used to detect gonorrhea is generally not part of a routine
medical examination.

Findings from such studies have led epidemiologists to develop the concept
that the symptomless man or woman is just as important as the person with
clinical symptoms in spreading gonorrhea to a sex partnerin whom symptoms
may or may not develop.
Question o/ mast teats

Accordingly, the U.S. Public Health Service has recommended that physicians
pay more attention to treating sexual partners of gonorrhea patients.

Also, the findings have raised the question among public health doctors
whether costs of mass screening testa to detect symptomless male gonorrhea
carriers would be worth the benefits of reducing the impact of the disease.
Complications of gonorrhea can be so serious as to produce kidney failure,
arthritis, sterility, heart damage and even meningitis. Moat, but not all, such
complications follow symptomatic gonorrhea.

Because most previous studies have shown that only a small proportion of
male contacts of women with gonorrhea have symptomless infections, the Seattle
doctors said that "the main thrust of current efforts to control gonorrhea is the
identification of" symptomless female carriers by encouraging doctors to do
screening testa for gonorrhea,
More testing urged

Doctors should teat more men and women for gonorrhea, the Seattle team
Dr, H. Hunter Handstield, Dr, Timothy 0. Lipman, Dr, James 1'. Harnisch,
Evelyn Tronca, and Dr. King J. Holmessaid on the basis of its findings.

As one part of their study, these doctors detected gonorrhea in 40 percent of
symptomless male contacts of women with gonorrhea who had been treated at
Seattle-King County veneral disease clinics.

To be certain that they had detected symptomless carriers and not patients
incubating clinical infections, the doctors asked 28 such patients to refrain from
accepting therapy so the natural course of these infections could be documented.
The patients voluntarily agreed to do so for periods ranging from 7 to 166 days.
Of the 28 volunteers, 18 remained symptomless. Then the patients were treated.
Study of soldier*

This phase of the study led the doctors to conclude that such infections tend
to persist and to remain without symptoms, and that cultures taken from the
front part of the urethera (the tube through which urine passes out the penis)
are the beat method of detection.

The doctors then studied 2,628 sexually active soldiers undergoing routine
physical examinations at Madigan Army Medical Center in Tacoma and found
that 69, or 2.2 percent had gonorrhea. Of these, 68 percent were symptomless
infections. The investigators also documented that some of these men who har-
bored symptomless gonorrhea infections had spread symptom causing infections
in women.

The doctors said that the previous failure to recognize the importance of
symptomless infections in men had led to two misconceptions.

The first is that gonorrhea is almost always symptomless in the female and
symptomatic in the male. The infection can by symptomatic or symptomless in
either sex, the doctors stressed

The second misconception is that men get gonorrhea from women with chronic
symptomless infections but that women get gonorrhea from men with incubating
or symptomatic infections. Although seldom verbalized. this misconception has
served as a basis for public health practices and has led to an attitude that it Is
futile to trace male sexual contacts of women with gonorrhea, because the male
will develop symptoms and seek treatment.

Dr. Vernal Cave of the New York City IleSlth Department argeed in a tele-
phone interview that symptomless infections in men "were more of a problem
than originally believed." He said that the department was undertaking a study
designed to help reduce the impact from symptomless gonorrhea infections.
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Mout the Its Angeles Timm Mat. 5, ItiT41

SYMPTOMLESS VD IN MEN REPORTED

(By Harry Nelson)
SAN FaANCISC0,After many years of believing that only females can be

symptomless carriers of gonorrhea, doctors now have learned that males also
can be unknowing carriers.

Dr. King K. Holmes of the University of Washington told the California
Medical Association meeting here that about two-thirds of all males in the
community with gonorrhea have no symptoms.

Venereal disease authorities have said that males almost always have symp-
toms which alert them to seek treatment,

Females, they have said, sometimes have symptoms, but often do not. This
reservoir of undetected and untreated females Is seen as part of the reason It
has been so hard to wipe out gonorrhea.

The discovery by the University of Washington team that males can have
the disease without symptoms has important Implications in venereal disease
control.

Holmes said one implication is for women who voluntarily go to private phy-
sicians for treatment because they have symptoms.

Sixty percent of these self-referred women are infected by males who bad
no symptoms, he said.

Treating these women is not effective, he said, because they probably will
become reinfected by the same symptomless males.

Untreated gonorrhea Is a major cause of infertility In females because of
the scarring action it causes in fallopian tubes. It is also associated with some
forms of arthritis.

Dr. SENCER. Yes, sir, we are very familiar with those studies since
we either support them or did them ourselves. In one study of men
in venereal disease clinics who had no symptoms we found 11 percent
of these men to be positive on culture. In another group of men who
had no symptoms but who had been named as a sexual partner of
women with gonorrhea, it was as high as 50 percent, so we are adjust-
ing our policies to include screening of asymptomatic men who ap-
pear in situations such as venereal disease clinics or who are named
as contacts.

RAT CONTROL PROORAMS

Mr. FLOOD. How about rat control? How much of the cost of the
ongoing rat control projects are the local governments picking up?

Dr. SENCER. The guidelines are that the local governmentdid
you say rats, or lead, sir?

Mr. noon. Rat control projects.
Dr. SENCER. At the present time 49 percent, of the costs of the rat

control program are being paid by local support. When the program
was initiated in 1969, it was only around 21 percent, so we have
doubled the amount of local support going into the rodent control
program.

Mr. FLOOD. Do you find that amount increasing?
Dr. SENCER. It is getting difficult to get it increased more. Last

year it was 45, this year it is 49 percent.
Mr. FLOOD. In my district lust Friday I went to a luncheon of the

first anniversary of the vector control program. I asked him how
are you doing on your rats. This is apparently pretty well received.

Dr. &Nem Yes.
Mr. FLOOD. Because instead of being in the inner city of the large

cities, this was in the area there which, of course, is not a large city.
It was spreading out through the areas. They indicated the purpose
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and intent of the program is to reach out beyond the inner-city area,
the large cit area. They have an operation in Pittsburgh, of course,
and in Philadelphia and so on in region 8, and in Baltimore, Md., and
Norfolk, but here is an operation going on for years very successfully

iin what is not a large city area. What are you doing about that? Are
you spreading this out?

Dr. SENCEIL As we get more and more of the programs into the
maintenance phase, where the Federal dollar is not as important, we
are trying to get out into some of the areas where rats are a problem
that is hot quite as dramatic as in the inner cities of New York and
Chicago. We do have programs in several of the smaller communities
in upstate New York, and actually we have been able to get the Fed-
eral Government disengaged.

Mr. FLoon. As a result of this local government funding, will you
be able to initiate new projects in 1975 with this budget?

Dr. SENCER. Yes! we anticipate new projects. I think seven new
projects will be initiated.

Mr. FLoon. Will the local governments eventually pick up the cost
of these?

Dr. SENCES. We feel that this is essential. This is built into the
regulations that we have promulgated for the rodent. control program.
As I say, in upstate New York, two cities have been able to pick it up
so far. The initial intent of the program was for 6 years of Federal
support; we feel that in some instances we may have to go as far as?,

Mr. FLOOD. What cities?
Dr. SEXCER. Binghamton was one of them, and I will have to give

for the record the others.
[The information follows :]

Names of cities that have picked up total coat of rat control projects: Bing-
hamton, N.Y., and Poughkeepsie, N.Y.

Mr. FLoon. What is the total number of rat control projects funded
in 1974? Will you insert in the record where these projects are located

Dr. Spencer. Yes. We have projects in 69 communities. We will in-
sert it for the record.

Mr. FLOOD. And where you expect to have new ones in 1975.
[The inforthation follows :]

From limas 1974 ano 1075
Grant funds are increasingly used to initiate new rat control projects with

shorter time frames for reaching a maintenance level of control. During fiscal
year 1975, funds will be available to support approximately seven new projects.
It is anticipated that, in addition to those communities which have already ap-
plied for funds but have not received support, other communities will request rat
control funds, Since grants are awardet on the basis of merit of proposed proj-
ects and available funds, the exact location of communities to be funded will not
be known until some time in fiscal year 1975. A list of existing grants, and the
communities which they serve, follows
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Grantees (34) and cometue(t(e. (59)

1. State of Arkansas :
(a) Little Rock.
(b) Pine Bluff.
(o) Hot Springs.
(d) Burdetto,

2, San Francisco Bay Area Health As.
sodation:
(a) East Palo Alto.
(5) Richmond.

3. San Francisco, Calif.
4. Economic Opportunity, Inc., At-

lanta, Ga.
5. Chicago, Ill,
0. Indianapolis,
7, Fort Wayne, Ind,
8. Kansas City, Kane.
9. New Orleans, La.

10, Baltimore, Md.
11. Worcester, Mass.
12. Flint, Mich.
13. Kansas City, Mo.
14. St. Louis. Mo.
15, State of New Jersey:

(a) Camden.
(D) Hoboken.
(o) Jersey City.
(d) Newark,
(e) Paterson.
(/) Plainfield.
(0) Trenton.

10. State of New Mexico:
(a) Tucumearl
(0) Albuquerque
(o)
(d) Us Cruces.

10. State of New Mexico Continued
(e) Raton.
(f) Alamagordo.

17. State of New York :
(a) Binghamton.
(b) Buffalo.

(d)New York City.
d) Poughkeepsie.

(e) Rochester.
(f) Syuse.
(8) ()oboraces,

18. Charlotte, N.O.
10. Cleveland, Ohio.
20. Tulsa, Okla.
21, Chester, Pa.
22. Northeast Pennsylvania Vector Con-

trol Association :
(a) Hazelton City.
(b) Wilkes-Barre City.
(e) Scranton.
(d) Luzerne County.
(e) Nanticoke City.
(f) Laekawana County.

23. Philadelphia, Pa.
24. Allegheny County (Pittsburgh, Pa.).
25, York, Pa,
20. Nashville, Tenn,
27, Metaphis, Tenn.
28. Houston, Tex.
29, Norfolk, Va.
80. Seattle, Wash.
31. Milwaukee, Wis.
82. War on Rats, Washington, D.C.
33. Youth Pride, Inc., Washington, D.C.
34. San Juan, P.R.

LEAD-BASED PAINT

Mr. FLOOD. On lead-based paint, your budget request this year for
lead-based paint is the same level as last year. You also state there are
2,6 million children in the United States who are at risk. How many
of these 2,5 million children will you be able to screen with this
budget?

Dr. SExcER. So far, sir, we have screened over 25 percent of the
children at risk since the program was started. Actually this year there
will be an additional expenditure because of some one-time money
that will allow us to get all of the State health department labora-
tories in a position where they can provide screening. We are looking
at ways in which the screening process can become cheaper. There are
tests available that are being evaluated at the present time which may
be a more sensitive index of exposure to lead, but at considerably less
cost.
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Also this past year the title 19 program of early childhood screening
has incorporated into it provisions for screening for lead-based paint,
that without additional expenditures in this account, we feel that
we will be reaching more children,

Mr, FLOOD. Do any of the other service programs, the neighborhood
health centers, the maternal and child health centers, family health
centers and so on perform the routine screening on this population
to detect elevated blood levels?

Dr. SENCER. We have not encouraged too much of this to date, Mr.
Chairman, because of the unavailability of laboratory services

Mr. FLOOD. You say you do not?
Dr. SENCER. We have not, no, sir,
Mr. FLOOD. Why not? Don't they have the capability to peform these

tests?
Dr. SENCER. No. This is a very difficult test to perform. It takes very

expensive equipment, and until we get the State health departments in
a position where they can provide this testing on a centralized basis,
we have not been encouraging too much activity outside of those areas
which we specifically support.

Mr. FLOOD. You state in your budget justifications for the lead-
based program that emphasis will be on developing the necessary
laboratory competence in blood lead analysis in the States, and the
communities. How are you going to go about that?

Dr. SENCER. We do have funds available this year to provide a grant
to each State health department that will gear it up with equipment
and with trained personnel to provide these services.

Mr. FLOOD. We have talked about this lead-based thing for several
years, and how tough it is and how hard it is to conduct these tests.
Is anybody taking a look at that? 11as anyone been able to develop an
inexpensive test for detecting lead in blood ?

Dr. SENCER. Yes, sir. We are evaluating this year, as I mentioned, a
new test that has been developed that is considerably more sensitive
and easy to perform and may reduce the cost by over 50 percent.

LABORATORY IMPROVEMENT PROGRAM

Mr. noon. I would hope so. On laboratory improvement., that is on
page 118 of your budget Justifications, you state that the standards
as defined in the Clinical Laboratories Improvement Act will be
applied to an estimated 1,160 laboratories. How many laboratories
across the country are covered by the act?

Dr. SENCER. Currently there are around 1,200 laboratories covered
by the act. This is out of a universe of 14,000 laboratories of which
7,000 are in hospitals that are covered by medicare regulations.

Mr. Am). When do you expect to have all these laboratories tested.
as required by the act ?

Dr. SENCER. These are the laboratories that are required by the act,
sir. The other laboratories are laboratories that do not provide services,
in interstate commerce. Our concern is that we need to extend similar
coverage, not necessarily through additional legislation but by utiliz-
ing the medicare certification to extend the types of services that are
provided to laboratories in interstate commerce to all laboratories
that we can reach.
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Mr. FLOOD. What about capability? Does the capability for tl ing
more in terms of laboratory improvement exist today?

Dr. Stser.u. Yes. The capability exists if you combine the efforts of
the Federal Government and the titato governments. We aro currently
working with the Bureau of Quality Assurance, and the Bureau of
I [midi Insurance, in the Social Security Administration, to link the
two programs so that we have common high standards of laboratory
services in all independent laboratories.

Mr. Flom How do you characterize the proficiency level of the labs
that you have tested say in the past year?

Dr. SENCEIL We have demonstrated that is improving in most of the
fields. We do have some areas of considerable concern, and we are look-
ing into these.

One of the areas is that we know when a laboratory gets a pro-
ficiency testing specimen, to find out how good it is, it puts its best
technician to work on that specimen. What we are measuring in the
interstate laboratory program is the best level of effort.

Mr. nom). You talk about the States. What role do the State health
departments play in your laboratory improvement program?

Dr. SENCER, State health departments are the backbone of the labo-
ratory improvementprogram. As I say, we can only reach a limited
number of laboratories, and we work with the States so that they in
turn can put on training courses for laboratories within their States,
can do proficiency testing for laboratories within their States. We are
working to provide them an inspection manual so that we are perform-
ing inspections in a similar manner at a high standard throughout the
country.

Mr. By the way, do these laboratories pay you for conducting
these proficiency tests?

Dr. SENCER. No, sir. The laboratories that are in interstate com-
merce pay a licensing fee, but the proficiency testing is done on a
voluntary basis with no charge.

COMMERCIAL PACKAGED REAGENTS

Mr. FLoon. Again in your justifications you state that you are test-
ing commercial packaged reagents. Do you do this routinely, and do
you do it prior to the item being marketed?

Dr. SENCER. For a few reagents we have a complete premarket clear-
ance. A case in point is the serum that is used to diagnose rubella
(German measles). We feel that much of the serologic testing for
German measles is being done in women who are pregnant to make
a determination whether she may have contracted the disease in the
early stages of pregnancy. This may lead to a deformed baby,
and we feel that this is a sensitive enough issue that all material that
goes on the market should be tested.

In other areas, we are working with the Food and Drug Administra-
tion; we develop the scientific criteria for evaluating the products, and
then they en force them.

Mr. FL000. How many new commercial package reagents come on
the market each year?

Dr. SENCER. I will have to supply that, for the record, sir. It is an
astounding number. It is a burgeoning industry, and one which truly

72.037 0 74 - 14
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is frightening in some respects, because any physician can buy one of
these packaged diagnostic tests and do it in his office with untrained
personnel. We are working very closely with the Food and Drug Ad-
ministration to control the quality of the reagents that are put into
these kits.

[The information follows:]

NUMBER Or NEW COMMERCIAL PACHAOE REAOENTS COMING ON THE MARKET EACH
YEAR

We will not be able to derive an accurate answer to this question until after
the rood and Drug Administration labeling requirements for in vitro diagnostic
products become effective in September 1074. However, it is estimated that the
number will exceed 10,000 individual products. The Communicable Disease Cen-
ter has been accumulating data on diagnostic kits for several years. Our infor-
mation indicates that between 1071 and 1072 the number of these kits increased
from 1,233 to 1,400an increase of 200, or 21,5 percent,

DISEASE CONTROL ACTIvITIE8

Mr. FLOOD. On this matter of disease control, you are asking for 10
now jobs here for your disease investigations, surveillance, and con-
trol activities. Why do you need 10 new positions when you have now
1,496,

Dr. SENCER. Yes, sir. This is a new area of considerable activity
concerned with the prevention of infections caused in hospitals.

Mr. FLOOD. Let's put two questions together then. In your general
statement you say, "There is one area where we feel we have fallen
short. That is in the prevention of hospital infection," Put the two
questions into one and show us how will this budget help you address
that problem?

Dr. SENCER. We estimate that 5 percent of all admissions to general
acute care hospitals develop an infection while they are in the hospital,
and that this adds an average of 3 days to the hospital stay. At the cost
of a day of hospitalization you can see what this adds up to in terms
of drain on the medical dollar as well as suffering for the individual.

We are in the process of developing a system using sentinel hospitals
across the country, some 83 sentinel hospitals that are developing a
common reporting system.

Mr. FLOOD. What is a sentinel hospital?
Dr. SENCER. It is a. poor choice of words. It is a hospital that has

agreed to voluntarily report to us all infections that occur within the
hospital, with certain basic data, so that We can try and pick up early
indications.

Mr. FLOOD. What can we do to make all hospitals report to you
whether they like it or not?

Dr. SENCER, I would hate to see a system as great as that,, because
this would mean so many million reports of infections coming in a
year. That would be awfully difficult to digest. We think that with
about 80 hospitals that we have at the present time, we can, get. sensitive
enough information to pick up problems that are beginning to occur.
A good example of this has been the recent report in two or three
hospitals that reported to us a sudden increase in hepatitis in individ-
uals who had been receiving a certain biological product. We were able.,
starting with the three or four cases, to look at the people who had
received this biologic product across the country and had found that
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it was contaminated with the virus of hepatitis and the Food and
Drug Administration has issued a recall.

IIMAI/Ell EDUCATION PROGRAM

Mr. From. With reference to a health education program you are
requesting an additional $1.3 million in fiscal year 1976 for a national
health education program. Will you tell the committee what this is
and why Is there a need for such a program?

Dr. &Nom Let me explain the $1.8 million, sir. A. part of the cur-
rent budget is for the National Clearinghouse of Smoking and Health.
The increase for 1976 expands beyond that program. As Dr. Edwards
mentioned yesterday, the President's Committee on Health Education
pointed out that there was no concerted effort being made in this
country to provide education to the consumers of health services. We
have many splinter things that are going on. We have educational
programs that go along with our venereal disease program which
are very important. We have educational programs that go along
with hypertension, but there is no program that is really aimed at
educating the consumer on how best he can use the health care system
to stay in good health or get care at an early stage if needed.

The program that is envisioned is not a categorical health education
program that will take over the educational activities being done by
voluntary agencies or by other parts of the Public Health Service,
but will aim at groups that are not getting good health education at
the present time.

For example, school health education of elementary school children
is very inadequate at the present time. I have seen the things that
my own children bring home. There are cartoon books about nutrition
that are giving very bad information.

Another example: At the present time, the high risk group for
high blood pressure, for cancer of the cervix, for gonorrhea, fdr cancer
of the lung is black women. The highest rates of all of these diseases
are seen in black women. There needs to be a concerted effort through
neighborhood groups to bring to black women better information about
their health. We see the need for developing programs for specific
population groups rather than specific diseases.

Also, as Dr. Edwards mentioned, part of this money would be
devoted to helping establish a national center for health education
outside the Government. It would only be expended if there were
funds available from the private sector. We have under way this fiscal
year a study to see whether the private sector, the insurance industries,
the voluntary agencies, would band together to support such a national
center for health education.

Mr. FLOOD. Your justification states that you will fund "experi-
mental programs of delivering basic health education as against
health information." What does that mean?

Dr. SENCE,R. There are many things done under the guise of health
education that are really just providing somebody with a pamphlet
about a disease. "Go get your blood pressure checked." What we
envision are truly educational programs that, over a period of time,
say in the schools, get children with a good enough understanding
of their body and its functions so that they will be able to make in-
formed decisions.
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For example, if we teach children enough about their lungs, its
structure, its function, its necessity, and what things will do to it, what
air pollution will do to it, what smoking will do to their lungs, if
we did teach them that at the ago of 7, 9, and 12, will they start smok-
ing at the ago 101 These are the experimental approaches that we
would like to take.

Mr. FLOOD. How is that going to benefit the so-called man in the
street

Dr. SENCER. That is just one example. I would think that there
are other ways, through developing programs of continuing education
in the offices of health maintenance organizations, where people wait
for the doctorand I am sure that even in HMO they will have to
wait, there is an opportunity by a trained individual to be talking
to them about their health situation, what choices they can make for
better health, obesity, smoking.

Mr. FLOOD. This isn't going to be an expanded smoking and health
program

Dr. SmNev.a. No, sir.
Mr. FLOOD. You are going to address other subjects as well?
Dr. SENCER. Yes. I used smoking just as an example.

OCCUPATIONAL SAFETY AND HEAT:Tit

Mr. FLoon. Now on occupational health, I am sure we have dis-
cussed this elsewhere in the record, but let's make it crystal clear
here. Why is there a reduction of $3.3 million in the budget for the
National 'Institute for Occupational Safety and Health?

Dr. SENCER. The reduction in the budget, Mr. Chairman, reflects
a one-time appropriation in 1974 which was for the purpose of im-
proving clinical facilities for pulmonary disease in areas where coal
miners work.

Mr. FLOOD. Why have you reduced the research grants by 50
percent?

Dr. SENCER. This again is a reduction that shows up because of
carryover money. The actual research grant appropriation is the same
as it was last year.

Mr. Ikoon. In the budget .justifications for fiscal year 1974, you
showed 563 jobs. This year to .your justifications you show in the
column for fiscal year 1074, 525 jobs. What did you do, cut that pro-
gram during the year?

Dr. SENCER. Actually, sir; my table doesn't show the same numbers,
but we are requesting 40 new positions in the NIOSH budget for
fiscal 1975 over the adjusted figures in 1974. As has been mentioned
before, there was a reduction the staff of NIOSH in 1974 of 96,
and this request is an increase of 40 over the revised 1974 budget.

Mr. FLoon. Last year this committee expressed in its report that it
did not agree with any reduction of 96 positions for fiscal 1974, but
it appears you went ahead and made the cut anyway. Have you
decided this program is a low priority?

Dr. SENCER, Mr. Chairman, yesterday I think Mr. Obey asked me
how many positions we had requested for 1975. We did request 135
positions, which was above the level that this committee and the
Senate had recommended.
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Mr. Mao. Let's get it straight. In the 1074 budget you propose
563 jobs for NIOSH. That is a art of 96 jobs from the 059 which they
had in 1073. Both the House and the Senate committee reports express-
ly disapproved the proposed reduction. Where are we? Was the con-
gressional directive deliberately ignored

Dr. SENCER. I think the report restored to the President's budget
211 positions for the preventive health services activity of which 06
were for NIOSII. These were not used.

Mr. FLOOD. You heard the question, and the answers, Y-E-S!
Dr. SEWER. Yes.
Mr. FLOOD. In your general statement you said that NIOSH per-

sound responded to some 200 requests for health hazard evaluations.
How many of these evaluations revealed substances with a potential
toxic effect.

Dr. SENCER. Could I ask Dr. Key to respond to that, please?
Dr. KEY. Mr. Chairman, all of them had potential toxic effects.

Looking at the total that we have done since the beginninig of our
implementation of the act, there were 364 such requests received. We
have completed 256 of these, and have made a determination on a
little over 100 as to whether there is toxicity or no toxicity. I don't
have the breakdown of that 100 that have had final determinations,
but I will be glad to supply that for the record.

[The information follows:}
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BREAKDOWN OF 100 HAZARD EVALUATION
DETERMINATIONS FOR TOXICITY

Report Date
(Date of Transmis-

sion to DOL)

Establishment Location Toxicity Determination
(No, of Substances

Determined
Toxic

Determined
Not Toxic

5/77 Augusta, Kansas 0' 1

5/73 Denver, Colorado 0 4
5/73 Cincinnati, Ohio 0 2

5/73 Hyattsville, Maryland 0 2

5/73 Pocatello, Idaho 0 4
6/73 Little Rock, Arkansas 0 2

6/73 Grenada, Mississippi 0 1

6/73 New Boston, Ohio 3 0
6/73 Cambridge, Massachusetts 0 3

6/73 Bauxite, Arkansas 3 2

6/73 Clarksburg, West Virginia 1 0
6/73 Newport, Tennessee 1 0
6/73 Newport, Tennessee 2 0
6/73 Dublin, California 1 2

6/73 Loraine, Ohio 1 8
6/73 Cincinnati, Ohio 0 4

6/73 Missoula, Montana 0 4

7/73 Lafayette, Indiana 0 5

7/73 Loves Park, Illinois 0 3
7/73 Chelsea, Michigan 3
7/73 Alton, Illinois 0 1

8/73 Reading, Pennsylvania 0 2

8/73 Huntingdon, Pennsylvania 0 5

8/73 E. Stroudsburg, Pennsylvania 1 0
8/73 Los Angeles, California 0 1
8/73 Bayonne, New Jersey 0 1
8/73 Denver, Colorado 0 1

9/73 LIMA, Ohio 0 1
9/73 Warren, Michigan 0 1

9/73 Kansas City, Missouri 0 5

9/73 St. Louis, Missouri 1 2

9/73 La Veta, Colorado 0 2

9/73 Tumwater, Washington 1 0

9/73 Olympia, Washington 1 0
9/73 Renton, Washington 1 0
9/73 Puyallup, Washington 1 0
9/73 Renton, Washington 1 0

9/73 Seattle, Vashington 1 0

9/73 Taylor, Michigan 0 9

9/73 St, Paul, Minnesota 0 1

10/73 Yarmouth, Maine 0 3

10/73 Lee's Summit, Missouri 0 1

10/73 Berkeley, California 0 2

10/73 SCR Lorcn;o, Califuraa ;....i. 0

10/73 Ocdc6, Uttill 0 1
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Report Data
(Date of Transmis-

sion to DOL)

Establishment Location Toxicity Determination
(No. of Substances)

Determined Determined
Toxic Not Toxic

1/72 Dearborn, Michigan 2 0
3/72 St, Louis, Missouri 1 19
4/12 Forest Park, Georgia 0 1

5/72 Portage, Indiana 4 0
5/72 Grantsville, Maryland 0 6
5/72 Bloomsburg, Pennsylvania 0 3
6/72 Streator, Illinois 0 3
6/72 Atlanta, Georgia 1 0
6/12 Sharonville, Ohio 1 0
6/72 Cincinnati, Ohio 2 2

6/72 Rutherford, New Jersey 0 4
6/72 Richmond, California 0 1
7/72 Hamilton, Ohio 1 0
8/-2 Lima, Ohio 0 2
8/72 Salt Lake City, Utah 0 4
8/72 Los Angeles, California 0 1
8/72 lima, Ohio 1 0
8/72 New Boston, Ohio . .1,

0
8/12 Belcamp, Maryland 1 0
9/72 Danville, Illinois 2 2

9/72 Jefferson, Ohio 1 0
12/72 Crawfordsville, Indiana 0 10
12/72 Bucyrus, Ohio 0 1
12/72 Kansas City, Missouri. 0 4

12/72 Ashtabula, Ohio 0 7

1/73 Barberton, Ohio 0 6

2/73 Mishawaka, Indiana 0 8
2/73 Dayton, Ohio 0 1
2/73 Goshen, New York 0 2
3/73 Denver, Colorado 0 1
3/73 West Hartford, Connecticut 0 2
3/73 Paris, Tennessee 2 1

3/73 Denver, Colorado 0 1

3/73 Clinton, Michigan 1 7

3/73 Sheffield, Illinois 1 2

4/73 Mountain View, California 0 6
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Report Date
(Date of Transmis-

sion to DOE)

Establishment Location Toxicity Determination
(No. of Substances)

Determined
Toxic

Determined
Not Toxic

10/71 Honolulu, Hawaii 0 1

10//3 Flint, Michigan 0 1

10/73 Tigard, Oregon 2 0
10/71 Franklin, Indiana 0 . a
10/73 Bloomfield, New Jersey 3 U
10/73 Madisonville, Kentucky 1 0
10/73 Sioux Falls, South Dakota 1 0
11/73 Macomb, Illinois 2 0
11/73 Nitro, West Virginia 0
11/73 Boulder, Colorado 1 0
11/73 Barboursville, West Virginia 12 0
11/73 San Bernardino, California 4 0
11/73 Menasha, Wisconsin 0 1
11/73 Los Angeles, California 0 3
12/73 Wyoming, Michigan 0 4
12/73 Loa Angeles, California 0 5
12/73 Fairfield, Illinois 0 1
12/73 Chicago, Illinois 0 1
12/73 Pavcatuck, Connecticut 0 3
12/73 Steubenville, Ohio 0 1
12/73 Follansbee, West Virginia 1 0
12/73 Ypsilanti, Michigan 1 0

(Motet Of the 103 Hazard Evaluations completed (104 yepotts),
43 had at least one substance determined toxic.)

74 227
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11YEEN'rl ALLY I IA Z A ItDOITS SIMISTANCES

Mr. FLOOD. What do you do when you discover that a particular
substance is potentially haze rdous?

Dr. Ktiv. We transmit the deterinination to the Department of
Labor, and make a recommendation for controlling the situation. Most
of these recommendations are in terms of work practices, however,
rather than a new limit.

Mr. Frzoo. I'm long does it take from the time that you identify a
substance as being potentially hazardous until you take corrective
action? In other words, will these forty additional positions shorten
that time lag?

Dr. SENCER. Mr. Chairman, I think there is a little, bit of a miscon-
ception here. We cannot take the corrective action. We can make the
recommendation to the Department of Labor, so that they take the
corrective action. The National Institute for Occupational Safety and
Health is not the enforcement arm of this. It is the Department of
Labor's duty.

Ycsterday we were talking about the number of criteria documents
that have been transmitted to the Department of Labor. At the present
time we have sent 16 criteria documents to the Department of lf,abor,
and yet only one standard has been promulgated by the Department, of
Labor.

Mr. FLOOD. You know the position of the Senate. You know the
position of the House. Do you think it would help any if we had said
please, or even if we went so far as to say pretty please?

Dr. SENORA. I doubt it, sir.
Mr. FLOOD. Well, how do you coordinate your efforts for the occupa-

tional safety and health administration of the Department of Labor?
Dr. Smcm. As we have mentioned in Dr. Edward's testimony yes-

terday, Mr. Chairman, we do have joint planning with the Department
of Labor. Our 1975 budget was jointly reviewed by the examiners at
OMB for labor and health. We have personnel assigned from the
National Institute for Occupational Safety and Health to work in the
Office of the Assistant Secretary of Labor. Our regional coordination
is very close. Both OSHA and NIOSII have program directors in each
regional office who jointly review all of the State programs and State
plans.

EISIPLOYMENT CEILINGS

Mr. FLOOD. Let's get this straight. Have you been given any employ-
ment ceilings for 1974 and 1975 which are different from the numbers
of positions shown in the budget? If so, what are they ?

Dr. SENCER. No, sir. They are the same.
Mr. lemon. Mr. Michel.

VENEREAL DISEASES

Mr. Muizt,. Thank you, Mr. Chairman. First, Dr. Sencer, I don't
hand out very many bouquets in this committee or commend wit-
nesses very often, but I do want to commend you for Gne thing specif-
ically. That is giving as much visibility in your testimony, as much
attention first mid foremost to the problem of venereal disease control.
You very well knoW our personal intet'6Ciii that over a period of
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years when we were scrapping for as little AA a half million dollars
a number of years ago.

Dr. Sr.:stmt. 8600,000.
Ir. :Victim. Trying to get something moving, right, and to see

in your testimony that that is the first item talked about, and several
pages devoted to it, certainly is to your credit.

I wonder if you can trace, Doctor, the direct casual link between
this expanded venereal disease program and the 2.4 percent decline
in infectious syphilis during the first 6 months of 10741 Really to
what do you attribute the decline?

Dr. SENCER. We attribute the decline Mr. Michel, to the increasing
numbers of individuals being screened for gonorrhea. By screening
individuals for gonorrhea we are finding people who are incubating
their syphilis, and by treating their gonorrhea we simultaneously treat
their syphilis before it has become infectious. Syphilis does not become
infectious for several weeks after infection, while gonorrhea becomes
infections within a week, so that if we are treating more people with
gonorrhea, we are automatically stopping the transmission of syphilis.

11r. Nficim. You say that the number of females diagnosed with
gonorrhea during 1974 increased by more than 36 percent over 1072

iwhile male cases increased by only 2 percent. Is this difference the
result of the screening program ?

Dr. SENCER. 'Phis is the result of the increased effort. that is being
put into screening. As we discussed considerably last year, much of
the gonorrhea in females is asymptomatic, and we, by finding the cases,
are preventing it from occurring in males.

Mr. Miciisr.. Last year you spoke of reaching some 4 million people
in fiscal year 1974 with these venereal disease programs. How many
would we expect to be reaching this year, or in fiscal year 10761 Would
it be an increase, a decrease, about the same?

Dr. SExcEn. It is a slight increase. I think the approach has been
pretty much n saturation one. We are now beginning to concentrate on
specialized population groups that we are finding at perhaps higher
risk. Recent studies have shown that if you find a woman who has
asymptomatic gonorrhea and treat her, and then find a way to re-
examine her 12 weeks later, she quite likely has become reinfected, and
we get a much higher yield of case finding. In this way, so that in
addition to the broad scale screening of around 600,000 a month, we do
plan to concentrate more on segments of the population that we have
identified that are at higher risk.

SCREENINO OF FEIIAT,ES VERSUS MALES

Mr. MICIIEL. Arc we making a mistake by putting all emphasis on
this screening of females than men, equal treatment for the male
population?

Dr. SENCER. Mrs. Green brought this up earlier, and I did say that
we have been able to identify certain groups of males who do have
asymptomatic gonorrhea also, and we are pushing efforts toward them.

FPIDEM IOLOOF

Micim. You make mention here on page.11 that the major
emphasis during 1975 will be placed on improving the quality of



281

epidemiology being performed. I wonder for the record, not taking the
time here, to explain just what epidemiology is?

[The information follows

EXPLANATION OF VENEREAL DISCARE EplontroLooy

Epidemiology is the science concerned with the factors and conditions that
determine the occurrence dnd distribution of disease. In venereal disease control,
the word "epidemiology" is used to describe a series of activities that are under-
taken when an infectious or recently infectious case is discovered. They include
confidential Interviewing of persons, and the followup and treatment of persons
who may have been exposed to the disease. These activities are important in
identifying and treating individuals who do not suspect that they are infected,
and are critical to the prevention of disease transmission.

VD EDUCATION PROORA1ste

Mr. MICHEL. How do you really approach this problem of edu-
cating young people, particularly to prevent exposure or reexposure
to infection

Dr. SENCER. With difficulty, I guess. We do have programs that
have been tried in school systems to talk about sexually transmitted
diseases, not talk about family life education or sexeducation, but talk-
ing aboia, the diseases and what can be done to prevent their transmis-
sion. It is very difficult for a, disease control program to talk about
changing moral standards or behavior, but we can point out that there
are ways in which people can prevent disease or can prevent trans-
mitting it. We feel this is the appropriate role for us to take.

Mr. MICHEL. In the past, I guess we have also talked about now
approaches to dealing with this problem. Are there any new methods,
anything now that you conceived or devised over the past year, that
would give us room for encouragement?

Dr. SENCER. Let me tell you things about which you should not ex-
pect immediate encouragement; that is, a vaccine development either
for gonorrhea or syphilis. These are being worked on.

Mr. Micriu. Nothing to report?
Dr. SENCER. There are some scattered scientific reports of being able

to demonstrate that in a few animals we have been able to protect
against reinfection.

VD RESEARCH BUDGET

Mr. Micittn. Is the level of research money in the budget to which
you are testifying at the same level as last year?

Dr. SENCER. In this budget, and I cannot speak for the NIH budget,
is where most of the extramural research is being performed.
with our help this past year, went out and really worked trying to get
more good research to be conducted in the external sector, and it is
very difficult to interest people in research in these two diseases.

Mr. Micum It is just really not a popular subject to attract?
Dr. SENCER. No, and usually when you put money out, people come

to it. This has not happened in the area of venereal disease.
Mr. MICHEL. That is why I commend you again for giving it the

focus of attention in the tront end of your testimony. It helps to
point out the doggone problem we have Rot, because it is such an un-
popular kind of thing. It was talked of in the past in guarded con-
versation and select company. With those kinds of restraints, we are
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never going to really make the kind of significant progress that has
to be made. Again, if only to point up the necessity for more people
becoming actively involved in helping us rid ourselves of a problem,
we have got to talk about it.

Dr. SENCER. One of the ways we aro trying to do this is to identify
all of those people in the country, actually in the world, who are doing
research in the sexually transmitted diseases, and bring this together
with, short compendiums of what they are doing in a directory. We
expect, to have this directory out within the next month or two.

LEAD-BASED PAINT POISONINO

Mr. MICHEL. Let me now ask a couple of questions on lead-based
paint poisoning grants to the State labs. How will these State labs
be using these grants?

Dr. SENCER. The money will be principally for getting started in
equipment, personnel, and training the personnel. 'Very few States,
I think there are only three, have been doing lead analyses in their
laboratories.

Mr. Nficiter.. Which ones are those?
Dr. SENCER. I will have to supply that.
[The information follows:]

STATES DOINO LEAD ANILY8EA IN TIMID LABORATONIZE

Three State health department likboratorles are currently providing lead
analysis services to grantee conanauhlties. These are New York State, Mary
land, and South Carolina.

Mr. MICHElo. What kind of money are we talking about in this area?
Dr. &Nom. We are talking about an average of $150,000 per State,

which will get them their equipment, the first year's salary of a tech-
nician and the training costs.

Mr. MICHEL. How does your budget this year compare to last year
in this area?

Dr. SENCER. There is a one-time appropriation for the State labora-
tories, which is $4.5 million. Next year the budget returns to its level
of $6.5 million.

Mr. MICHEL. When you say next year, you mean fiscal 1975, the one
to which you are testifying?

Dr. SENCER. Yes, sir.
MEDICAID

Mr. AftcHEL. I wonder if you would provide for the record an esti-
mate of how much medicaid money was used in fiscal year 1973 to
screen children for lead-based paint poisoning; and how much do you
estimate will be spent in fiscal year 1974 and 1975? Is it possible to
come un with that?

Dr. SENCER. We can try, sir.
Mr. MICHEL. That is taking place. is it not?
Dr. SENCER. It was not in 1973. It was started in 1974. We will do

our best.
Mr. MICHEL. Of course the reason for mentioning 1073 is we didn't

have anything, but what progress we have made since then.
- Dr. SENCER. Yes, air.

[The information follows :]
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ESTIMATE OF AMOUNT OF MEDICAID MONEY MED TO SCREEN CHILDREN FOE
LEAD-BASED PAINT POISONING

The early and periodic screening, diagnosis and treatment program under
medicaid was initiated in fiscal year 1072. Since then, 49 States have implemented
some aspects of the program. In 38 of these, ft lead test is identified as a reim-
bursable item, but the extent and costs of lead screening under the program are
not known. One of the major roadblocks to iniplenentation of lead screening
under medicaid has been the need to establish a capability in bloodlead labora-
tory service in each State, Thts need is being met during fiscal year 1074 through
the provision of project grant assistance to State health departments.

Mr, MICHEL. I wonder if you would provide for the record an esti.
mate of how much money was used by all of HEW in 1973 to screen
children for lead-based paint poisoning and how much you estimate
will be spent in fiscal years 1974 and 1975?

Dr. SENCER. RiOt.
[The information follows;]

AMOUNT OF HEW FUNDS To Scum Clittnexer roa LEAD -BAsse POISONING

In fiscal year 1974, the Center for Disease Control will provide $6,500,000 for
project grants to communities for child screening and $4,500,000 to State health
departments to strengthen the capabilities of State health laboratories to per-
form blood lead analysis. A total of $6,500,000 is requested for fiscal year 1075.
In addition, approximately $841,000 In direct operations will be spent by the
center in support of this program.

Child screening for lead-based paint poisoning is also supported through
Neighborhood Health Center project grants, maternal and child health grant
programs, and the early and periodic screening, diagnosis and treatment pro-
gram under medicaid. Since lead screening is only one preventive health activity
being carried out as a part of these broader preventive and curative programs,
estimates of expenditures are not available.

Mr. MICIIEL. I suspect when we get on the floor we will have our
annual little argument about the level of funding here. You and I
know we could play the chairman's phrase there a little bit, that there
are other areas, other little appropriations items where this work
really is being done in part but not specifically, as one figure might
show here. I think if we have it all together we might be able to put
it in better perspective.

DISEASE iNVESTIOATIONS

You estimate being involved in over 1,200 disease investigations in
1974. I wonder if you could supply for the record another example
or two of major types of investigations that these were. Is that
possible?

Dr. SENCF.R. Yes. We could mention one that is taking place right
now. It is not strictly in the United States. but it is to protect the
United States. A few weeks ago we were notified by the Pan American
Health Organization that there was an outbreak of jungle yellow
fever in Panama, shout 200 miles east of the Canal Zone, and through
the Government of Panama

Mr. FL000. Where was that?
Dr. SENCER. About 200 miles east of the Canal Zone.
Mr. FL000. 1Tn the Chagres River?
Dr. SENCER. Yes.
Mr. noon. Indians?
Dr. SENCER. I can give you the name of the town.
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Mr. Ziftem. The chairman's specialty in that area is well known,
and I support the chairman.Dr. Sc.ENza It is the Chepo District of Panama. This is an area
where they are doing a considerable amount of logging and building a
now dam. We were invited down along with the people from the Gorges
Laboratories who had done a very good job of investigating it. Ae-'
tually it is a very small outbreak of only two cases and eight possible
eases. There were two confirmed cases, but the Panamanian Govern-
ment has done a good job of setting up vaocination stations for all
people going into the Chepo District and coming out. The mosquito
population in the cities is low enough so there would not be any prob-
lem if it did get into the cities.

We were recently called to investigate an outbreak of salmonella
that occured in a nursery of newborn children. It turned out that a
woman had been admitted to the hospital 1 day before she delivered.
She had not been seen by a physician before, was cultured, and they

ifound that she had a particular type of salmonella. Her infant was
born the next day and 2 days later developed an acute abdomen, was
rushed to surgery and died. Three days later another child in the same
nursery became sick with the same organism. At this point it was
found that the records hadn't been hooked up. The fact that the
woman was infected when she came into the hospital never got into
the baby's record in the hospital, and so this chain of infection got
started. One of our epidemiologists was called. We instituted a pro-
gram of personal hygiene in the staff of the nursery, and hopefully
the epidemic has been averted.

There has been recently a tremendous amount of illness in the Carib-
bean area among American individuals who have been taking cruises.
There has been an increase in tourism aboard ships in the Caribbean.
We had one ship on which over 600 passengers aboard became ill with
shigella, a waterborne disease outbreak. We would go on with many,
many more.

Mr. Mtenzi.. In that particular ease, as I recall in your testimony,
it had to do with the water supply,

Dr. &NM, Yes. We have a picture of this ship taking water aboard
in San Juan, P.R., into its potable water supply coming from the fire
hydrant, and fire hydrant water is never sanitized.

IIOSPrrAL INF/10110Na

Mr. Mtenzi.. Doctor, in your discussion with respect to hospital in-
fections, and here again you were quite frank in your testimony, you
recognize there is still a problem here. Then in your exchange with
the chairman you mentioned 80 hospitals that you are using currently
to put together whatever information it is,

Dr. SvNcsa. It is a surveillance system of infections in hospitals, sir.
Mr. Minim. I would guess those hospitals that are participating

would be those classified as the better hospitals in the country, would
they not?

Dr. SENCFR. Not necessarily,. sir. We have tried to get a cross section
of hospitalssmall, big, municipal, voluntary. It represents sort of
the midstream; not the best, not the worst.

Tint then from that you cyanid hope to develop the kind'
of information you would broadside to all the hospitals as to your
findings?
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Dr. SENCER, Yes. This is what we do. We have a quarterly report that
puts together the information that is derived from these hospitals, ex-
amples of what hospitals have done to correct problems, and then this
goes out to a much broader mailing list of individuals. In addition, we
have training programs where hospital administrators, housekeepers,
and nurses come for training in methods of preventing hospital infec-
tions. If I could, sir, I would like to expand upon that for a minute.
There was quite a bit of interest in the PSRO program yesterday. One
of the pieces of information that came out of the hospital infection ac-
tivity is misuse of antibiotics, how this leads to resistant organisms
which, in turn, are one of the major problems with hospital infections.
The PSRO has a very interesting program started now to see if there
are ways to develop recommendations for appropriate uses of anti-
biotics to prevent resistance from developing as well as to cure disease.
They are working through the American College of Physicians on this.
I think this is one of the unpublicized things that the PSRO program is
getting at and is a direct result of some of the information that we
have derived.

RAT CONTROL PROORAM

Mr. Miciin. You know of the spirited debates we have had, too, on
the floor of the House with respect to rat control. Just in a general way,
is the problem less severe today than it was 2 years ago'?

Dr. SENCER. We can .demonstrate in those communities where there
have been comprehensive rat control programs that the rat population,
as evidenced by rat droppings and the usual measurements, has de-
creased markedly. Of course, the real concern is going to be what hap-
pens when we take the pressure off. When the Federal money goes out,
will the community effort, the community sanitation, continue without
the Federal aid?

Mr. MICHEL. Specifically moneywise, how does the 1976 budget com-
pare to 1974, the same I

Dr. SENCER. It is level.
Mr. FLOOD. Will the gentleman yield?
Mr. MICIIEL. Yea
Mr. FLOOD. The thing that concerns me about this is the training

of your people in this vector or rat control program for just, 2 or 8
days or something like that. You talk about diplomaey. You go ahead,
knock on somebody's front door, and say, "Good morning, ma am, how
are your rats in the house this morning?" or something like that.. Are
you paying any attention to the manner in which you train these peo-
ple going around in the program I

Dr, SENCER. Yes. The rat control program has just. become the re-
sponsibility, of our organization .and we have beefed up the training
component in this. As you say, it a ticklish matter, but so is it a tick-
lish matter of knocking on somebody's door and saying, "You have
been exposed to venereal disease." I think many of the techniques we
have developed to handle this with dignity are being adapted to use
in terms of community workers in the rat control program. We have
had experience in the venereal disease program of training indigenous
people from the inner cities to do some of the investigations and some
of the motivation, and it can be done with dignity,.sir.

Mr. Fooe. My point in asking the question is just so you willknow.
Dr. SENCER. Yes.
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OCCUPATIONAL. SAFETY AND HEALTH

Nfr. MIeHEL. Let. me wind up here with a couple of questions on the
occupational safety and health area. What is your congressional man-
date in this area?

Dr. Salveta. Could Dr. Key answer that please?
Dr. KEY. Under the Occupational Safety and Health Act, HEW has

responsibility for research, for making recommendations for standards
to the Department of Labor.

Mr. Mienal,. Was there a deadline on promulgation of those stand-
ards?

Dr. KEY. Initially there was a deadline for the promulgation of
startup standards by the Department of Labor. We did not enter into
that process as defined by the act.. These initial standards were na-
tional consensus standards and established Federal standards. These
were promulgated in May of 1971 by the Department of Labor, and
revised. I believe, in October of 1972,

Continuing with HMV's responsibilities, we have responsibility for
hazard evaluations.

Mr. Miciim. Confined to the health area?
Dr. KEY. Yes, sir.
Mr. Miotar,. It is confined to occupational health.
Dr. KEY. We have responsibility for both safety and health research

and for reconunending both safety and health standards to the
Department of Labor. We also have responsibilities in manpower
development.

Mr. Minato Are those standards all in being now so far as the
health standards? Are they in place or under constant review?

Dr. KEY. The Department of Labor haS some 450 health standards
on the books. These are numbers only. A complete health standard has
many other components in it besides just the number.

There are requirements for a sampling method, an analytical
method, labeling, placarding, informing of the employees, record-
keeping, monitoring of the environment, medical monitoring., and first
aid. A massive program has recently been undertaken by both NIOSII
and OSIIA in the Department of Labor to supplement these 400 or so
startup standards by supplying the missing requirements. Over the
next 214 to 3 years there will be approximately 400 such supplemental
health standards issued.

Mr. Minim,. How many people in your shop would actually be de-
tailed to the health part of this job? Your shoe really has to do only
with the health aspects of it rather than the iegular safety enforce-
ment. factors?

Dr. KEY. We have no responsibility in either health or safety en-
forcement.

The vast majority of the MOS!! staff have background in health
expertise. We are only beginning to develop

NATIONAL INSTITUTE OF OCCUPATIONAL SAFETY AND HEALTH EMPLOYMENT

Mr. lficiivr,. How many people are in that shop now?
Dr. Kay. We have about. 580 onboard.
Mr. Miciim. And your budget for 1975 is asking for more or less?
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Dr. KEY. Forty new positions.
Mr. OBEY. Will the gentleman yield?
Mr. Yes.
Mr. OBEY. You said you had 580?
Dr. KEY. Yes; Mr. Obey, onboard. We have a number of recruitment

actions under way.
Mr. OBEY. Let me ask this question because I am somewhat confused

here. Tho chairman asked how many positions you had onboard, and
I road on page 124 of your justifications it is 525. Can you straighten
ine out on that?

Dr. SENCER. Mr. Obey, the 525 positions are allotted to direct opera-
tions in the NIOSII appropriation. Seventy-seven additional are al-
lotted in program direction and show up in that column in the budget.
In addition there are nine individuals on reimbursable services.

Mr. OBEY. Thank you.
Mr. NflioliEL. These 40 new positions you are requesting, will there

be a comparable increase in those that don't fall within this category?
You spoke of program direction.

Dr. SENCER. There is no increase in that group. It is all in direct
operations, sir.

Mr. MICHEL. That is all, Mr. Chairman,
Mr. FLOOD. Mr. Obey.
Mr. OBEY. Thank you, Mr. Chairman.
Doctor, because of my questions yesterday I don't want you to have

the impression that I don't think yours is a well-administered shop.
Many people who know a lot more about it than I do seem to feel yours
is a very well run shop. I want to give you that due.

Dr. SENCER. Could I interrupt you and apologize for some informa-
tion I gave you yesterday. I think I gave you some information that
I had misinterpreted when given to me, and I would like to set the
record straight on the situation in the printing plants.

It is true that the first contact was made around Christmas of 1972
where it was proposed that. labor, management, and Government and
the industry all get together to begin a comprehensive look at health
hazards in the pr: rating industry and the plant in Wisconsin was select-
ed to be the first to develop it.

We were in the factory in March, 1973, did a walk through with the
individual.

Mr. OBEY. You did two walk throughs didn't you?
Dr. SENCER. Yes. There was the original walk through in 1973 which

was a look at the record, a look at the individuals, a look at the plant.
In June of 1973 there was an industrial hygiene engineering type sur-
vey of the environment. Then I must admit. that things got out of hand
and we did not get bark until January when Mr. Samuels found a
volunteer physician to go it. And then things have moved quite well.

It was not. well handled.
Mr. OBEY. Thank you.

PROJECT CONTRACTS

I want to return to that but let me ask you something elsefirst. In
your statement you say that for 1975 you request an additional 40

31439 0 - 74 19
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positions in order to strengthen your inhonse research capability. What
percentage of your work is contracted out now at. NIOSIII

Dr. SENCER. We can supply a table showing that for the record, Not
all of the work that is contracted out is research however.

Dr. Key, would you respond to the actual figures.
Dr. KEY. In fiscal year 1973 contracts were $0.3 million. In fiscal

1074 our estimate is that the contracts will amount to approximately
$13.3 million.

[The information follows:]
TABLE OF PERCENTAGE OF 14105H WORK CONTRACTED OUT

Dollars in thousands]

Agreements with ,ther gown-
Contract 4

Expenditure
Fiscal year level Amount Percent Amount Percent

1973
1974
1975

$25, 671
35, 443
27,659

33206

7,046

24.6
37.5
25.3

$1.126
1,745
1,256

4, 4
4, 9
4,3

1 Includes 1673 restored funds.

Mr. OBEY. That is in spite of the language in the committee report
which we issued last year on the budget which said "The committee
is strongly opposed to delegation of responsibilities for carrying out
the Occupational Safety and Health Act to priva;, contractors," In
spite of that you are going to be doubling the amount of money spent
for contracting next year. Is that right?

Dr. SENCER. Yes, sir.
Mr. OBEY. I am toldcorrect me if I am wrongthat you contract,

out over 00 percent, of your work.
Dr. KEY. The area in which most are interested is our criteria

documentation, development of criteria documents. Initially we cow
tracted out. about 80 percent of it. It is now up to about 90 percent..

Mr. OBEY It is up to 90 percent that you contract. out?
Dr. KEY. l.'es, sir.

CONTRACTS VERSUS INTRO'URL RESEARCH

Mr. OBEY. That is really developing your in-house capabilities?
I have also been told that, an internal NIOSH estimate on what

should be contracted out is about 30 percent. Is that correct or not,/
Dr. KEY. I am not familiar with that estimate. I would like to have

as much in-house capability, as we do by contracts. But being realistic
and faced with the necessity of getting the job done

Mr. OBEY. I understand that. I am not criticizing you. I am trying
to criticize the budget. you have been given to work with, and I am
trying to build a record to show that in plain English it is -a com-
pletely inadequate and lousy budget.

In contracting, are you. familiar with the awarding of a contract
to Agatha?

Dr. KEY. Yes.
Mr. OBEY. And that payment, has been held up I understand be-

cause of inaccurate, poorly written and tardily submitted reports.
Is that right
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Dr. KEY. I am not familiar with the particulars of this particular
contract. We do have a contract with Agatha corporation to produce
several criteria documents.

I do know that one document in particular ran into a little diffi-
culty, but this is not unusual among our contractors. We have to work
with them in order to develop the kind of finished products we would
like to have.

Mr. 081.11% What I am trying to get at is this: I am told thit, at
least in the eyes of some people, there may have been a conflict of
interest in that. contract because the gentleman who owned Agatha
at the time he was given that contract was doing environmental health
consulting for industry too, and there might be at least an indirect
conflict of interest in that. I want to make clear I am not asserting
there was. It has been suggested to me there may have been, and I
wanted to get your response to it.

Dr. SENCER. This is the first. I have heard of it and let us look into
it and provide for the record a statement of what is going on. If there
is conflict of interest, we will certainly take action. This is the first
we have heard of it.

[The information follows:)

STATUS OF AOATIIA CONTRACT wtott NIOSH
Since the initiation of contract activities in the production of criteria docu-

ments, National Institute for Occupational Safety Health has been concerned
about "apparent" conflicts of interest over and above the legal requirements of
the responsibility of contractors as spelled out in Federal Procurement Regina-
lions (Subpart 1-1,12 of Title 41, Code of Federal Regulations). At one stage,
National Institute for Occupational Safety Health restricted the participation
of "any trade union, trade association, or party who controls or whose employees
or members are engaged in the manufacture, use, sale, or distribution of ..
a particular substance from contract participation in criteria documentation for
that substance. Later, it was felt that this restriction was resulting in the loss
of sources of significant technical information and experience.

Accordingly, at the November 17, 1972 public meeting of the National Ad-
visory Committee on Occupational Safety and Health, a full discussion of the
ramifications of open competitive procurement was held on the record. The con-
sensus of the committee was that open competitive procurement should be held
for the production of criteria document with certain safeguards proposed by
National Institute for Occupational Safety Health. As a result, National Institute
for Occupational Safety Health now does not impose the former restriction but
imposes the following sat guards in each contract documentation process.

1. Contractor develops ti.e criteria document and recommends two alternative
limits and gives the rationale for the selection of each. National Institute for
Occupational Safety Health decides which of the two recommended limits or
other limit is to be used in further drafts.

2. All toxicity studies and data sources used in preparing criteria documents
are made available to National Institute for Occupational Safety Health and its
consultants for review. No proprietary information or data which cannot be
made public is permitted for use in any manner for preparation of the criteria
document.

3. An internal .and external review is conducted by National Institute for Occu-
pational Safety Health, with external review parcels made up of professionals
from industry, organized labor, universities, and government agencies.

In the particular procurement with Agatha corporation, a competitive contract
was awarded on a cost-plus-fixed-fee basis on March 28, 1973 for the develop-
ment of six criteria documents. It is pertinent to note that the former restric-
tive policy would not have prohibited a contractor whose consultative practice
included industry. Subsequent to the award of the contract, a principal officer
of the firm accepted a position with a major corporation which either produces
or uses one or more of the substances covered by the contract. He has retained
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his interest in Agatha corporation. However, the safeguards which are imposed
on all contracts are thorned adequate to insure the validity of the documents
being prepared by Agatha.

Mr. OBEY. I state this because I think it is an example of what hap-
pens when you rely on the contracting device and that is the reason
this committee put. that language in the report last year. I just think
it is very important, for obvious reasons.

Mr. Mtclum. Will the gentleman yield I
Mr. OBEY. Yes.
Mr. 'Atcnim. I guess part of the difference, is it, not,.is whether or

not we in the Congress think it is a better route to go with permanent
employees or out on contract.

Just for the sake of variation of this discussion in a little more
depth, would it be. fair to say your approach is one that, if it is a one-
shot proposition over just. a short period of time to have information
developed to arrive at certain standards or give you the kind of in-
formeon you need to communicate out to industry as to whether
or not they are adhering to good health standards, it is much better
to go the contract route there and not be subject to intensive padding
,of the Federal payroll for endless years? Is that a valid conclusion?

Dr. KEY. Yes; that makes sense. And we frequently initiate con-
tracts out on the basis that it would be uneconomical for us to tool up to
do a one-time short-term job.

Mr. OBEY. But, Dr. Key, I still gather from your previous statement
a couple of minutes ago that while you are at the figure of 90 percent
in terms of contracting, you really personally don't believe that is a
healthy situation, that it is over balanced in the direction of contrast-
ing. Is that correct?

Dr. KEY. That is correct.

CRITERIA DOCUMENTS

Mr. OBEY. It me ask some other questions again to try to clarify
a point about how many new positions are necessary.

In 1973 HEW projected that you would be able to prepare 20 to 30
criteria packages. Is that correct?

Dr. KEY. With the level of funding and positions at. that time.
Mr. OBEY. That is what. you projected you could do?
Dr. KEY. Yes, sir.
Mr. OBEY. How many did you actually do? I am told you actually

produced six.
Dr. KEY. We are talking about fiscal 1973 now?
Mr. OBEY. Yes.
Dr. KEY. That is correct.
Mr. OBEY. In 1974 you projected you would be able to do 18 with

your budget projection. You will be able to produce within that time
how many?

Or. KEY. Tn fiscal 1974, a more realistic figure would be nine trans-
mitted to the Department of Labor.

Mr. OBEY. In 1975 you project you will be able to finish 14. In light
of the sharp reductions in the previous 2 years, is that figure. also likely
to drop?

Dr. Km-. No. sir, that should rise. by two or three because the ones
that slipped in 1974 will come out in 1975.
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I would like to add that we have some 40 criteria documents in vari-
otis stages of production through the contract process. These are com-
ing out at various points in time. Though we may run into technical
difficulties in bringing some of these to completion on time, thsy will
eventually be brought to completion.

Mr. OBEY. The point is right now the vast majority of American
workers are not covered at all by standards.

Dr. SENCER. The only workers covered by complete health standards
are those in the asbestos industry.

Mr. OBEY..That is OSHA has only produced one. You have pro-
duced more than that.

Dr. SF,XCER, We have produced 16 criteria documents which don't
have the force of enforcement.

Mr. OBEY. Mr. Chairman, could I at this point insert in the record
the text of a letter from Secretary Richardson of July 25,19721

Mr. Fikon. Without objection.
[The letter follows:]

SECRETARY OF HEALTH, EDUCATION, AND WELFARE,
Washington, D.C., July 23,1972.

lion. WARREN G. MaouusoN,
Chairman, Subcommitee on Labor and Heatlh, Education, and Welfare, Com-

mittee on Appropriations, U.S. Senate, Washington, D.C.
DEAR SENATOR MAGNUSON : This supplements the tabulation submitted by

this Department to sour subcommittee staff in the anticipation of the meeting
of the conferees on the Labor-HEN 1073 appropriations bill.

I would like to emphasize, first, that the increases in both the House and
Senate versions of the bill are a matter of serious concern `n the light of the
Overall budgetary situation. On the basis of our detailed arguments in the
tabulation, I urge that the action of the conferees be held to the lower of
the House- or Senate-passed levels on an item-by-item basis.

There is, however, one exception which I particularly want to bring to
your attention: the appropriation for the occupational health and safety ac-
tivities of the Health Services and Mental Health Administration.

Since the budget was submitted, I have become very concerned about the
rate at which new health and safety standards are being promulgated. We
have so far recommended only five such standards: asbestos, beryllium, carbon
monoxide, heat stress, and noise. The budget estimate was built on the assump-
tion that we would recommend 20-30 additional standards in fiscal year 1073.
I now feel that we should accelerate this pace to 40-60 standards.

The budget requested and the House approved $28,842,000 for occupational
safety and health activities of the Department. The Senate bill, however, con-
tains $63,842,000, $35 million more than the House allowance and the budget
request. I would urge you and the other Senate conferees to retain $10 million
of the Senate increase over the budget so that the production of safety standards
can be accelerated. The protection of the health and safety of millions of men
and women at their places of work makes it imperative that we develop and
promulgate health and safety standards as rapidly as we possibly can.

With kindest regards,
Sincerely,

Eurtyrr RICHARDSON,
Secretary.

Mr. OBEY. In that letter, Mr. Richardson estimated that they would
be able to recommend 20 to 30 criteria packages for 1973, and he said,
"I now feel we should accelerate this pace to 40 to 60 standards."

Then he said, "I would urge you and the other Senate conferees"
this is a letter to Senator Magnuson"to accept $10 million of Senate
increase over the budget so that the production of safety standards
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can be accelerated." I think it is pretty t.pparent from this testimony
that far from being accelerated, the picture has been just the opposite.
So I would ask you, Doctor in light of that fact, how much money do
you think you would need eo be able to achieve what Secretary Rich-
ardson said should be achieved back in 1072; namely, 40 to 60
standards?

Dr. KEY. I can give you an approximation basedon our present level
of expenditure which results in producing about 14 documents a year.
In order to double this effort, it would take about 10 to 14 positions and
$2 million.

Mr. OBEY. To double it would take 10 to 14 positions and $2 million?
Dr. KEY. That is right..
Mr. Oaty, And if you were to triple it
Dr. KEY. To triple it, it would be twice that much.
Mr. OBEY. So it would be $2 million, you say?
Dr. KEY. Ten to fourteen positions and approximately $2 million

to double it.
Mr. OBEY. In other words, to achieve Secretary Richardson's goal,

you would have to add
Dr. KEY. He was up to 40 to 60, I believe.
Mr. Oates [continuing]. You would have to add $6 million.
Mr. FLOOD. Off the record.
[Discussion off the record.]

N10811 °ROAN IzATION STRUCTURE

Mr. OBEY. It me ask you a couple of other questions. 'Would you
describe for me how NIOSH is structured? What divisions do you
have in NIOSH?

Dr. SENOER. They are undergoing a reorganization at the present
time, Mr. Obev. This hasn't been completely cleared as yet.

Mr. OBEY. before the reorganization, what are your divisions?
Dr. KEY. We have a number of supportive staff offices and a num-

ber of operating divisions.
In Cincinnati, the operation divisions are the Division of Labora-

tories and Criteria Developmert, Division of Technical Services, Divi-
sion of Training, Division of Field Studies and Clinical Investiga-
tions.

In Morgantown, W. Va., we have the Appalachian Laboratory for
Occupational Respiratory Diseases which is equivalent to a division
and which implements our responsibilities under the Coal Mine Health
and Safety Act. We have a small division in Rockville, the Division of
Occupational Health Programs.

Mr. OBEY. Could you explain for the record, rather than doing it
here, exactly what each of those divisions does?

Dr. KEY. Surely.
[The information follows :]

FUNCTIONS OF EACH NIOSII OFFICE AND DIVISION

OFFICE OF THE DIRECTOR

(1) Plans, directs, coordinates, and evaluates the operations of the Institute;
(2) maintains liaison with, and provides advice and assistance to, the U.S.
Department of Labor, the U.S. Department of Interior, other Federal agencies,
State and local government agencies, international health organizations, and
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outside groups; (3) provides coordination with the Federal He Oh Programs
Service's occupational health activities tot Federal employees; and (9) provides
policy guidance and coordination to occupation safety and health activities in
the regional offices.

OFFICE OF TECHNICAL PUBLICATIONS

(1) Assists and advises the Institute Director and the divisions on public
information policies and activities; (2) provides information materials for
response to public inquiries; (3) coordinates printing, publication, and clear-
since procedures for the Institute; and (4) assists in developing displays,
exhibits, and illustrations.

OFFICE OF EXTRAMURAL ACTIVITIES

(1) Advises the.Institute Director on matters relating to the development and
progress of Institute-supported external research ; (2) in cooperation with the
offices and operating divisions of the Institute, stimulates research, training,
and demonstration grants in relevant priority areas; and (3) administers the
management aspects of the Institute's grants programs by receiving, reviewing,
analyzing, and evaluating all grant applications.

OFFICE OF ADMINISTRATIVE MANAGEMENT

,(1) Provides management information, advice, and guidance to the Institute
director; (2) coordinates all management activities in the conduct of finance,
personnel, and procurement functions; (3) relates administrative management
activities to programs; and (4) develops necessary policies, procedures, and
operations, and provides such special reports and studies as may be required in
the management area.

OFFICE OF PLANNING AND RESOURCE MANAGEMENT

(1) Plans and coordinates the strategy and philosophy of operation of the
Institute regarding mission and objectives; (2) conducts or participates in
special studies for program planning and evaluation; (3) conducts the necessary
control functions to assure operational compliance toward program objectives
within the Institute; and (4) provides management systems consultation and
analyses.

OFFICE OF RESEARCH AND STANDARDS DEVELOPMENT

(1) Reviews existing scientific criteria for health and safety standards and
assesses through priority systems the needs for additional research program
areas for criteria development ; and (2) coordinates and maintains an overview
of research activities in the operating divisions of the Institute with'the ultimate
aim toward finalizs-stIon of criteria and standards.

OFFICE OF MANPOWER DEVELOPMENT

(1) Provides policy guidance and evaluates the Institute's manpower develop-
ment and training activities; (2) advises the Institute director on national
health manpower needs related to occupational safety and health, and relates
to other Federal agencies regarding occupational safety and health manpower
needs; and (3) conducts equal employment opportunity activities of the Institute
as part of the total CDC -ElX) program.

OFFICE OF OCCUPATIONAL HEALTH SURVEILLANCE AND BIOMETRICS

(1) Operates as the principal statistical and data research unit In the Insti-
tute; (2) monitors new as well as existing occupational hazards, and maintains
surveillance on the incidence of occupational illness and disease; (3) in coordina-
tion with the (LS. Department of Labor, establishes a priority list for the conduct
of research add the development of standards; (4) develops and conducts record
studies of work population groups to determine the national trends and problem
areas related to job health and safety, and provides health policy guidance in
epidemiology ; and (5) coordinates the Institute's electronic data processing
requirements, to Insure that adequate computer facilities and services are
available.
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OFFICE OF THE ASSOCIATE DIREOTOR-WASHINGTON OPERATIONS

Provides for program coordination and policy guidance and direction of the
operations of the division of occupational health programs and the Appalachian
Laboratory for OccupatIonal Respiratory Diseases (ALFORD).

DIVISION OF OCCUPATIONAL HEALTH PROGRAMS

(1) Promotes occupational health programs at the State and local govern-
mental levels as well as in industry and agriculture; (2) provides technical
guidance In the development of occupational health programs; and (3) corre-
lates the practice of occupational medicine in industry with the total delivery
of health services.

APPALACHIAN LABORATORY FOR OCCUPATIONAL RESPIRATORY DISEASES

(1) Conducts studies of the incidence and prevalance of occupational respira-
tory diseases in specific work groups with particular emphasis on coal workers'
pneumoconiosis; and (2) provides medical and engineering research and service
to fulfill the Institute's responsibilities under the Federal Coal Mine Health and
Safety Act of 1989.

OFFICE OF ASSOCIATE DIRECTOR (CINCINNATI OPERATIONS)

(I) Provides for program coordination and policy guidance and direction of
the operations of the Division of Laboratories and Criteria Development, the
Division of Field Studiees and Clinical Investigations, the Division of Technical
Services, and the Division of Training and (2) manages the NIOSH Western
Area Occupational Health Laboratory that houses components of three of the
Divisions listed above.

DIVISION OF LABORATORIES AND CRITERIA DEVELOPMENT

(1) Develops criteria for standards for the control of chemical, biological,
and physical hazards to the health and safety of the working population, and
initiates standard methodology and instrumentation for the detection, evalua-
tion, and control of such hazards; (2) evaluates the toxicity, health, and safety
hazards of industrial substances, processes, and other agents, as well as current
research requirements and regulations; (3) conducts methodology studies for
evaluating the varying capacity of workers to withstand physical and psy-
chological responses; (4) provides for equipment development, analytical serv-
ice, and calibration needs of other operating divisions with the Institute, and
maintains an analytical and calibrations service for the U.S. Department f
Labor; and (5) evaluates and certifies the performance of safety and health
equipment.

DIVISION OF FIELD STUDIES AND CLINICAL INVESTIGATIONS

(1) Conducts nationwide studies, surveys, and comprehensive analyses to
determine the health status of the working population, including the incidence
and prevalence of disease and injury ; and (2) initiates studies to determine
chronic and long-term effects of work related exposures to toxic and hazardous
substances.

memos OF TECHNICAL SERVICES

(1) Provides demonstrations, technical assistance, and consultation to public
and private agencies responsible for the control of occupational diseases and ace!.
dental work Injuries; (2) through the regional offices and its central staff serves
as the focal point for the review of State plans and grants with the U.S. Depart-
ment of Labor and makes the initial responses to requests for hazards evalua-
tions; (3) in cooperation with the Office of Extramural Activities, stimulates,
programs, and monitors demonstration grants for new and innovative methods
of recognizing, evaluating, and controlling occupational hazards; (4) prepares
manuals of good practice for safe work procedures; and (5) operates the tech-
nical information inquiry service of the Institute.

DIVISION OF TRAINING

(1) Develops and plans short-term training activities for Federal, State, and
local governments, industry, and other appropriate organizations in the field of
(wupational safety and health ; and (2) conducts such short -term training.
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EttrIXIEP FOR NIOSIE DIVISIONS

Mr. OBEY. Could you tell me what the budget would be now for each
of those divisions?

Dr. SENCER. We would have to do that for the record.
Mr. OBEY. Give me what the budget was for the last fiscal year and

what it would be for this fiscal year request. And could you give me a
comparison for each division as well?

Dr. SENCER. Yes.
(The information follows:]

NIOSH 1974 BUDGET SY OFFICE AND DIVISION

(Dollars in millions,

Organisation Positions Amount

Office of the Director 44 1.0
Office of Technical Publications 11

Office of Extramural Activities II 3:9
Office of Administrative Management 55 1.6
Office of Planning and Resource Mansoment 6 .5
Office of Research end Standards Development 30 3.1
Office of Manpower Development 10 .3
Office of Occupational Health Surveillance and Biometrics 26 2.2
Division of laboratories end Criteria Development.. 193

It IDivision of Field Studies and Clinical Investigations 40
Division of Occupational Health Programs 4 4.2
Division of Training 2! .7
Regions 29 .8
APpalachlan laboratory for Occupational Respiratory Diseases 79 2.7
Division of Technical Services 52 1.6

Total 1611 s 35.4

1 Includes 9 positions supported from reimbursements.
3 Includes 1913 funds restored.

Mr. OBEY. Let me ask you this: Your Field Studies Division I think
was the division which went. out to the printing plant in Wisconsin..
As I understand it your Field Studies Division would be receiving a
net increase of about three positions; is that right'?

Dr. SENCER. I don't think those decisions have been made as yet.
Mr. OBEY. How can you submit the budget if they haven't been

made?
Dr. SENCER. We don't develop our budget necessarily on a division

line, we develop it on a programmatic line because many of the things
that would be done, say, in the investigation of the printing industry
would be done by both the Laboratory Division and a Field Studies
Division. So that we have to make our decisions on a programmatic
basis rather than an organizational basis.

Mr. OBEY. When will you be able to tell us?
Dr. SENCER. I think when we get the budget and get our reorganiza-

tion approved:
Mr. OBEY. You mean we can't tell before we pass the budget?
Dr. SENCER. We can tell you from a programmatic standpoint.
Mr. OBEY, How soon can I find out how many people you are adding

to the Field Studies Division?
Dr. SENCER. I can tell you today how we would propose to add per-

sonnel in terms of functions, not necessarily in terms of divisions.
I have that with me. I could provide that for the record today.

Mr. OBEY. Would you do that and then also provide what the num-
bers would have been for that same function last year?
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In addition, in response to the acknowledged problems of impact of the Occu-
pational Safety and Health Act on small businesses, the fiscal year 1975 request
to 03113 would have supported a technical assistance effort to enable Industry
to comprehend Its own problems and provide its own solutions. There are over
5 million workplaces at present, of which approximately 99 percent are con.
sidered as small business, and it would, of course, be impossible to provide direct
assistance to each; however, by approaching Industry-specific problems through
a mix of direct assistance and educational and technical assistance aids, it would
be possible to prevent many major problems before individual employees are af-
fected or there Is a compliance action. We will conduct some activity In support
of this strategy in fiscal year 1975 on a pilot type baste.

OUTPUT OF CRITERIA DOCUMENTS

Mr. OBEY. How many years at the present rate, Doctor, do you
think it would take to provide criteria standards for all of the chemi-
cals and agents people work with

Dr. KEY. There is some professional consensus that the universe
toward which we should be striving to develop health standards is
approximately 1,000 to 2,000 rather than the many, many thousand
named or known chemicals in the environment.

If we get up to a rate o; some 50 a year, approximately 20 years.
I should correct something I told you earlier or make it more ac-

curate. The estimate I gave to you for doubling the output of criteria
documents was based on continued use of the contract mechanism,
and it assumed that the research would also be conducted in order
to have the dose-effect information on which one could go ahead and
develop a criteria document and recommended standards.

Dr. SENCER. I think there is another limiting factor in this Mr.
Obey and that is in the shortage of certain categork6 of professional
personnel, namely toxicologists. This has not been a popular field over
the years for people to go into, and we are limited just by the avail-
ability of adequately trained professional people.

Mr. OBEY. Why isn't it a popular field ?
Dr. SENCER. For much the same reason that venereal disease re-

search hasn't been a popular fieldthere is no big payoff,
Going back into the fifties there have been committees trying to

figure out ways to stimulate people to go into toxicology. It is not
a glamorous scientific area. It is sort, of sitting there with your rats
and mice and waiting a long period of time to see what the effect is.

VINYL CHLORIDE

Mr. OBEY. What programs and activities are going to have to be
dropped Dr. Key, because of your efforts in the vinyl chloride area?

Dr. KEY. I have asked the staff for an accounting of this and ex-
pect to have the answer within another week.

At this time I think I can say that although the responses for
hazard evaluations may be lengthened-

Air. OBEY. By how much?
Dr. KEY. I can't quantitate this other than by the same number

of weeks that the individuals were working on vinyl chloride.
Mr. OBtlY. IIow ninny people did you have to research?
Dr. KEY. For vinyl chloride.
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STANDARD FOR ASBESTOS

Mr. OBEY. On asbestos, it is my impression and I may be wrong that
the standard eventually promulgated was 'higher than the British
standard V

Dr. KEY. No, sir.
Mr. OBEY. No, sir, it wasn't or, no, sir, I am not wrong, which?
Dr. KEY. The .British standard was two fibers per cubic centimeter

and the U.S. standard initially was five fibers per cubic centimeter
with a lowering eventally to two fibers per cubic centimeter.

Mr. OBEY. So initially it was higher?
Dr. KEY. That is rights Eventually it will bo the same.
Mr. OBEY. When will it be two?
Dr. KRT. Four years from initial promulgation, and that was pro-

mulgated in 1972.
Mr. OBEY. That standard, if true, means that is a standard for what,

just for the avoiding of asbestosis? It is not a standard for avoiding
cancer is it?

Dr. KEY. In our criteria document recommendation to the Depart-
ment of Labor I think we used words to the effect that the risk of can-
cer would be materially lowered at the two fiber cubic centimeter level.
We did not guarantee there would be none at this level.

Mr, OBEY. Am I correct in my understanding that that standard is
a standard which is sufficient to avoid a worker contracting asbestosis?
Does it have anything to do with cancer, or was it just designed to
avoid workers contracting asbestosis?

Dr. KEY. It was designed to prevent or control both the asbestosis
as well as the cancer.

Mr. OBEY. Let me put it a different way. What percentage of workers
could you assume would still contract asbestosis at a level of two fibers?

Dr. KEY. 'Very, very small. I can't give you that offhand. I will give
you an estimate in the record.

Mr, OBEY. How about cancer?
Dr. KEY. I will also give you an estimate of that.
[The information follows:)

EST1UATE or Assxaroexs AND CANCER BASED ON EXPOSURE TO Ault/mos Frans

The British Occupational Hygiene Society considering the data that were avail-
able concluded that an accumulated exposure of 100 fiber-years/cm' of air would
reduce early clinical signs of asbestosis to less than 1 percent of the workers.

For such workers, who may possibly work for 50 years (the basis for the British
standard) the long-terin average concentration to which they are exposed would
need to be less than 2 fibers/cm'. For others, who are exposed to asbestos dust in
air for shorter periods, the long-term average concentration need not be so low,
as long as their exposure will amount to less than 100 flber-years/cms.

Consideration of the shorter working lifetime in the United States of about
30 years as compared to 50 years in the United Kingdom suggests that a U.S.
standard of about 3 fibers /cm' should assure that less than 1 percent of the
workers exposed are at risk of developing the earliest clillIcal signs of asbestosis.

The British did not consider carcinogenesis in the development of their stand-
ard; however, with the recognition that neoplasma, such as mesothelioma may
occur without radiological evidence of asbestosis and that the standard must be
lower than that required to control asbestosis alone, carcinogenesis was given
serious consideration in the development of a U.S. standard. The carcinogenic
effect of asbestos is probably not qualifiable in terms of cumulative dose as we
really do not know the determinants of cancer, but most researchers would agree
that the less exposure the better and certainty that peak exposures should be
avoided. The role of cigarette smoking as a co-factor has been well documented.
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These considerations were consistent with the findings of the Surgeon Oener0N
ad hoe committee on the Evaluation of Low Levels of Environmental Chemical
Carcinogens that "for carcinogenic agents, a gate level for man cannot be estab-
lished by application of our present knowledge."

The recommended 11.S. standard was designed primarily to prevent asbestosis.
Pot other diseases associated with asbestos, there Is Insufficient Information to
establish a standard to prevent such diseases Including asbesto-induced neoplams
by any all-inclusive limit other than zero. Nevertheless, a reduction of the stand.
and to 2 fibers/ems will reduce the total body burden and should more adequately
guard against neoplasms.

Mr.-OBEY. Let me ask you what would happen in your shop if you
. had another episode similar to the vinyl chloride say tomorrow? Say

you had scares in two or three other areas. Your budget wouldn't be
nearly adequate to handle it, Would it ?

Dr. KEY. WO have been fortunate in being able to call Oh the resources
of the Center for Disease Control, especially the medical resources.
Their. Epidemic Intelligence Service officers have been assisting us on
vinyl .chloride and I think we could rely On further help from them in
this area. We do have our own staff of industrial hygienists and we

. could pull them oft ongoing work for this.
Mr. OBEY. That is my point. Every time you have to divert your peo-

ple from your long range projects to handle the short range -emergency
situations you are kind of messing things up on the other end, aren't
you?

Dr. &Nen. Mr. Obey, I am not as familiar with the workings of
NIOSI! as I wish I were. I am being serious now, I am not just, trying
to defend it.

All of our resources are built to both be responsive to immediate
needs and have a continuity of function. For example, not long ago
there was a sudden recognition there was a lot of lead getting into the
environment from a smelter in El Paso. EPA asked us to help. We had
epidemiologists in the field, we were doing the laboratory work, and
we were still able to continue, our proficiency testing for lead. I think
we would work with Dr. Key to find ways we could accommodate to
the sudden outbreaks. This is part of our way of life in disease control.

Mr. Oncy, As 1)r. Key indicated before, your other programs do
suiter when you have to divert people.

Dr. Sr.xcca. This is part of the proLiem of setting priorities.
Mr. Onty. I understand it. I run not objecting to doing it. My point

is when you have such a minimal amount, of the work force covered
now by standards, it seems to me this budget is totally inadequate and
that yon would be in a much more comfortable position if you were
up here defending the budget you originally submitted to Office of
Management and Budget. I would even have doubts about the ode
(puny of that budget given the magnitude of the problem.

I understand neither of you gentlemen are responsible for that. prob.
Ion. I understand it is always with ONI lt. They can find a lot of dollars
for other things. but, it is almost as though they view progress in this
area as being expendable.

I think that is all the questions I have. I think we covered the rest
yesterday.

VENEREAL DISEASE

Mr. CONrr.. Will you give sonic examples of your programs to get
information on venereal disease to young people?
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Dr. SENCEIL Through cooperation with Operation Venus, the na-
tional VD "hotline" and similar metropolitan "hotlines," we help
bring consultation and referral services to many thousands of young
people, with venereal disease problems. Close working ties between
official health agencies and such youth - centered organizations as free
clinics are encouraged through the grant program. We assist in the
development, improvement, and implementation of ways of teaching
young people about.venereal disease in both formal classroom and in-
formal community settings. We are working with the Boy Scouts in
teaching their membership about venereal disease and getting their
members involved in community venereal disease educational pro-
grams. Intermittently, we work with State youth conferences and with
Such organizations as the Student American Medical Association and
Student American Pharmaceutical Association in localized programs.
Venereal disease "counterattacks," patterned after the community
campaigns of such organizations as the March of Dimes, but where in-
formation is given rather than money collected, are expected to involve
hundreds of thousands of youth volunteers.

Mr. CONTI:. What ago groups, and other special populations, show
the greatest increase in venereal disease?

Dr. SExczn. Populations at greatest risk of acquiring gonorrhea are
teenagers and young adults between the ages of 15-29. Gonorrhea
cases among persons 15-19 years of age increased 281.4 percent ,,among
persons 20-24 years of age, cases increased 254.2 percent; and among
perSons 25-29, cases increased 164.0 percent (hiring the period of time
1960-72.

The highest reported case rates have been in males, but in 1972,
reported cases of gonorrhea among females increased 36.3 percent
while among males eases increased only 2 percent, We believe this re-
flects the emphasis placed on finding and treating asymptomatic
females since the implementation of a major gonorrhea control effort
began in 1972.

The populations at greatest risk for acquring syphilis are teenagers
and young adults between the ages of 15-20. Reported eases of in-
fectious syphilis increased 56.6 percent in the 15-19 ago group, 54.8
percent in the 20-24 age group, and 42 percent in the 25-29 age group
during the period of 1960-72. Because symptoms are less noticeable in
females. and more difficult to detect, reported cases are highest among
males.

For both gonorrhea and in feet ions syphilis, rates per 100,000 popu-
lation are highest in large cities (200,000 or more population), and
lowest in small towns and rural areas. As I mentioned in my prepared
statement reported data for this year show improvements.

LEAD PolSoNING

Mr. CoN-Tc. flow ninny children do you expect to screen for blood
lead level in 1974?

Dr. SENcr.u. We expect 300,000 children will be screened by grantees
in local control programs during fiscal year 1974.

Mr. Coxrro. How many laboratories are capable of doing blood lead
level tests?



301

Dr. SENCER. We do not know of every laboratory in the country
now performing blood lead testing. Of those which are participating
in our proficiency monitoring program, about 30 demonstrate the
capability to perform accurate blood lead analysis.

Mr. Com. FDA was doing tests, last year, of tolerable levels in
lead in multiple layers of paint. Was the Center, involved in that test-
ing, and what were the results?

Dr. SENCE31. The Food and Drug Administration, in cooperation
with the National Bureau of Standards, has carried out testing of
methods to identify lead in multiple layers of paint. The Center for
Disease Control was not directly involved in this testing. To date
standardized method of testing for lead in multiple layers of paint
has not been developed.

Mr. Coim. Have you done away completely with training classes
for State laboratory personnel ?

Dr. SENCER. No. Our current laboratory training emphasis is di-
rected toward assisting, States to conduct their own laboratory train-
ing courses. Assistance is provided in the form of technical assistance
in the design and conduct of courses and provision of training
materials including manuals and cultures and the loan of some diffi-
cult-to-obtain equipment. In addition, we are still presenting head-
quarter comes for State laboratory personnel in areas of particular
public health importance. These areas include but are not, limited to
the detection of hepatitis-associated antigen, detection of drugs of
abuse, and the laboratory diagnosis of toxop,lasmosia, rubella, cyto-
megalovirus, and herpes. The effective detection of this latter group
is essential to our success in reducing the number of preventable birth
defects in the Nation.

The overriding concern in all our training activities is to achieve
the multiplier effect by training individuals such as supervisors who
will transmit the skills and techniques acquired at. the CDC to other
laboratory personnel.

DRUG ABUSE

Mr. CONTit. Have there been any major recent advances in testing
technology to determine narcotic drug abuse?

Dr. SENCER. There have been no major advances in technology to
determine narcotic drug abuse. Therefore, the Center has placed.em-
phasis on refining existing methods and training. Laboratory identifi-
cation and analysis of biologic fluids for drugs of abuse is a field of
quite diverse methods and a great range of quality. CDC is working on
the refinement and standardization of these met rods. Available tech-
nologies, that is, thin layer chromatography, gas liquid chromatog-
raphy. spvvtrOphOtOMetry and spectrofluorometry, are sophisticated
analytical procedures which require extensive sample preparation and
procedural standardization including the use of controls and standards.
Improvement of laboratory performance in the analysis of alcohol and
other abused drugs has been supported for the past 3 years in demon-
stration self-evaluation program for clinical laboratories and by a con-
tinuing proficiency testing program in urinary drug identification for
public. health laboratories and those in interstate commerce as well as
all federally funded methadone. treatment centers.
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FEDERAL IIPALTII EDUCATION EXPENDITURES

Mr. Qom. Do you have a figure for the total Federal health educa-
tion expenditure?

Dr. SENCER. We do not have a reliable figure for the Government as
a whole. The President's committee estimated that $30 million is spent
in HEW,

Mr. CONTE. What. is going to be the Center's health education role in
the IMO program?

Dr. SENCER. CDC would offer professional expertise to HMO and
all other programs, and would try to facilitate interagency collabora-
tive activities. The IIE1V tHealth Education Board would review
priorities and policies in all major health education activities, includ-
ing HMO's.

DRUG EDUCATION PROGRAMS

Mr. CONTE. Do you have any responsibilities for drug education
programs?

Dr. SENcER. As with HMO's, we would have a facilitation role rather
than direct responsibilities in drug education. Each agency retains
responsibility for its own educational programs, within policies and
guidelines that will be established by the II HIV Board.

SALM0'11ELLA

Mr. CONTE. How do you and FDA share responsibility in a case like
the 1973 Christmas candy Salmonella case?

Dr. SENCER. CDC has responsibility for maintaining surveillance on
human disease and for providing epidemic aid upon request. The FDA
has legal responsibility with respect to the purity and safety of food
products. This outbreak came to our attention on January 17,18, nett
consequence of our routine surveillance of salmonellosis in the United
States. Salmonella eastbourne, a previously rare serotype, was noted in
increasing numbers during January in the weekly surveillance reports
WO receive from each State. On January 27, with the assistance of eight
State health departments that had reported cases, we prepared a list
of 15 products that were suspect as causes of illness. CDC proposed that
each case be queried promptly about his exposure to each item on this
list, and that age-matched neighbor controls be similarly queried. This
investigation incriminated foil-wrapped chocolate balls as the vehicle
of infection in this outbreak. This epidemiological association was
substantiated on January 31, by the demonstration of S. eastbourne in
chocolate balls by the New Jersey Health Department Laboratory.
Because a food product was involved, FDA was kept fully apprised of
our findings throughout this phase of the investigation and contributed
to the investigation by tracing the distribution of candy that patients
had consumed back to the wholesalers and ultimately to the mitniOac-
turer in Quebec, Canada. On February 1, FDA announced the volun-
tary recall of the chocolate candy by the manufacturer. By monitoring
disease occurring in the population, the Center identified this special
problem with salmonellosis. Having traced the source of infection to a
food product, we began to work with FDA which has regulatory au-
thority and responsibility.
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83f0K I NO EDUCATION PROO RA 3f 8

Mr. CONTE. Do you have any special smoking education programs
for young people?

Dr. SENCER. The general objective of the Clearinghouse is to reduce
the death and disability that results from the use of tobacco. To accom-
plish this it is essential to encourage young people not to take up smok-
ing and to decrease the proportion of adolescents who take up ciga-
rette smoking and become confirmed smokers. The Clearinghouse has
developed, and is developing, educational materials appropriate for
both nonsmoking teenagers and those who have already begun to
smoke. The information is disseminated through all available chan-
nelsthe media, schools, private and voluntary organizations, com-
munity sources, et cetera. Recent Clearinghouse projects include a spe-
cial self-test for teenagers to help them develop insights into their
knowledge and attitudes on the smoking problem and to make in
farmed decisions with respect to it. Another innovative Clearinghouse
program is a school curriculum project in which teachers of fifth,
sixth, and seventh grades are given special training in courses to help
boys and girls make wise decisions about the protection and care of
their bodies. The children learn not only what makes their bodies
function but how common risk factors in daily life, and misuse of food,
exercise, stress, alcohol: tobacco, and drugs can impair their health..

Mr. CONTE. Is smoking increasing among the young? How many
young people are taking up smoking only for a short time and how
many go on to heavy smoking?

Dr. SENCER. As to smoking behavior among youth, there has been
fairly little overall change in the proportion of young people (ages
12 to 18) who smoke. There has been a trend toward a decrease in the
proportion of boys smoking and an increase in the proportion of girls
smoking. They are now smoking at about the same ratebetween 15
and 16 percent,

By the time a young person has reached the age of 18, it is very likely
that he has at least experimented with cigarettes (between 80 and 90
percent). At the present time approximately 33 percent of 18-year-old
boys and 28 percent of 18:year-old girls report that they are smoking
cigarettes on a regular basis.

ARCTIC RESEARCH. CENTER

Mr. Comt. I gather you've closed that Arctic Research Center.
What happened to the facilities? Isn't that closing going to be recon-
sidered in view of the coming influx of workers into an environment
that poses special working and health conditions?

Dr. SENCER. The facilities were transferred to the University of
Alaska. The health problems associated with any influx of workers as
a result of the pipeline construction would, in all likelihood, pose im-
mediate demands on the health care delivery system. The Arctic Health
Research Center was engaged primarily in long-term research on
health in the Arctic.

o - 20
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NATIONAL CLEARINDIEOVSE FOR smoxixo AND ItEALR'll

Str, NATCIIER. There has been growing concern about a conflict of
interest in the National Clearinghouse for Smoking and Health. On
the one hand it is conducting antismoking activities, On the other it is
providing Congress with what. is supposed to bo an objective review
of the scientific literature relating to smoking and health. It appears
to be acting as both prosecutor and judge. The former Surgeon Gen-
eral, Dr. Stoinfeld, agreed that this criticism was an excellent point
and we should look into the. association of those two functions within
HEW. What is your own view V

Dr. SENCER. The Public Health Cigarette Smoking Act of 1969 re-
quires the Secretary to submit to the Congress each year a report on
the health consequences of smoking. The responsibility for preparing
this report has been given to the Clearinghouse for Smoking and
Health, in the Centel for Disease Control, since this is the agency
which collects and reviews scientific information in the field.

The reports to Congress are based on the assessment of all available
scientific information and are prepared under procedures which have
been approved by the Department. The clearinghouse director and
staff physicians submit research studies gathered from all parts of
the world to outstanding experts in scientific and technical fields for
their evaluation. Included in studies for review are those which present
data inconsistent, with the established relationships between smoking
and disease. These studies, like the overwhelming number of studies
which support and strengthen the evidence linking smoking with dis-
ease, are carefully considered and evaluated and cited in the report.

The physicians and scientists who review the studies (some of whom,
incidentally, have been associated with research projects financed by
the tobacco industry) are completely independent of the clearinghouse
antismoking educational activities. The evaluations of the research
returned by the reviewers are in turn reviewed by the Department and
by all other interested agencies in the Department., including the Nal
honed Institutes of Health.

When the report is transmitted to Congress it represents the views
and positions of the Secretary and the Department.

AGRICULTURAL INSECTICIDES

Mr. Rosixsox. OSHA, and more recently EPA have issued proposed
standards for the reentry of workers into Melds and orchards or groves
sprayed with certain agricultural insecticides. This indicates a further
interest in agriculture with respect to these two agencies. On page 125
of your justification, you mention research in parathion as being one of
your 1974 projects and yet, on page 126, you refer to work on the en-
vironment of all nonagricultural industries. What is the interest and
expertise within NIOSII with respect to agriculture? EPA and OSHA
had a cooperative arrangement with regard to hearings which they
held when they were gathering data for their reentry standards. Did
NIOSII participate in these hearings?.

Dr. KEY. NIOSII responsibilities for research and development of
recommended standouts parallel the enforcement responsibilities of
OSHA. It should be pointed out that the NIOSII criteria document for
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parathion will apply to the manufacturing, formulation, and applica-
tion of this insecticide. The document was developed by contract, and
is being reviewed by professionals in NIOSH and other organizations.
NIOSH participated in OSIIEPA regional hearings and presented
testimony on August 221973, in Washington, D. C. NIOSII has a con-
siderable interest in agricultural safety and health and has a small, but
highly competent, nucleus of professionals who have already initiated
a program in this area, NIOSH and CDC are in the process of develop-
ing a memorandum of understanding with EPA on the subject of pesti.
cities research.

OCCUPATIONAL. SAFETY AND HEALTH IN AORICULTURE

Mr. Romilsox. On page 8 of your statement you refer to the fact
that NIOSH conducts surveillance of occupational illnesses and acci-
dents. One of our problems regarding occupational safety and health
in agriculture has been a lack of accurate statistical evidence with re-
spect to this area. Are you making any effort to accumulate statistics
in agriculture or is your surveillance merely one of looking into those
accidents that are brought to your attention ?

Dr. KEY. We agree that the lack of statistical information on the
hazards in the agricultural area is a handicap to developing an effec-
tive strategy in this area, and we have placed high priority in estab-
lishing a better information system. To this end we have scheduled a
meeting with the National Safety Council to explore the development
of a joint data gathering system based upon the 10 State survey pro-
gram on agricultural injuries carried out by the National Safety
Council. By including in the survey program health concerns as well
as safety, we believe that we will be able to obtain the kind of informa-
tion that is needed.

TECHNICAL ASSISTANCE AND INFORMATION

Mr. ROBINSON. What is the extent of your being able to provide
technical assistance and information through your field stations and
regulatory offices? I have in mind a northern /*few York Congressman
with a problem regarding to the fact that talc has evidently been put
into the same category as asbestos in terms of being dangerous to
workers even though it. is quite different in characteristics and is non
fibrous. Congressman McEwen tells me that a contact with your of-
fice to try to resolve this problem did not result in any technical assist-
ance. Would you comment?

Dr. KEY. The NIOSH headquarters operation in Rockville as well
as our field stations in Cincinnati, Morgantown and Salt Lake City
are staffed with individuals possessing 'a high level of technical ex-
pertise in the area of occupational safety and health. All of our tech-
nically oriented divisions and offices, and in patricular those located
in field stations, are frequently called 'on to provide technical assist-
ance on a variety of matters such as tremolitic talc.

In 1973, in response to a request for assistance from OSHA, NIOSH
reviewed a petition regarding tremolite from R. T. Vanderbilt Co.,
Inc., and International Talc Co. Congressman McEwen expressed his
concern in this matter to OSHA, who referred it to NIOSH. The
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petition was reviewed in light of the existing OSHA standards with
the resultant recommendation that the petition be denied.

The problem revolves around the correctness of an existing Federal
standard promulgated and enforced by the Occupational Safety and
Health Administration, DOL. In response to a recent request from
OSHA we have scheduled a meeting for mid-April of this year at
which time this matter will be completely reviewed by MOM per-
sonnel and consultants, and resultant recommendations will be for-
warded to OSHA.

POTENTIALLY TOXIC SUBSTANCE

Mr. SHRIVEIL Under the National Institute for Occupational Safety
and Ikalth, which is also included in this request, one of the func-
tions is to respond to requests from employers and employees for
health and safety hazard evaluation. Tell us more about what assist-
ance is available in the form of information and advice. Is this just for
large employers, or could a small businessman come to you for advice?

Dr. SimeEa. The National Institute for Occupational Safety and
Health is responsible for the health hazard evaluation program man-
dated by section 20(a) (0) of the Occupational Safety and Health Act
and defined by regulations in 42 CIF, part 85. The program is charged
with the responsibility of determining whether any substance normally
found in the place of employment has potentially toxic effects at the
cOncontrations used or found, specifically for small businesses.

In addition to the hazard evaluation program, the National Insti-
tute for Occupational Safety and Health has established a pilot con-
sultative services program to assist small businessmen in complying
with the act. We provide direct onsite safety.industrial hygiene in-
vestigations, primarily in selected industries in order to extend our
very limited manpower. From the knoWledge acquired in these investi-
gations, we plan to produce information packets detailing commonly
encountered health and safety 'problems and disseminate this informa-
tion to as many small businesses as possible.

In addition to these activities, the National Institute for Occupa-
tional Safety and Health responds annually to thousands of written
and telephone reqilests on technical matters and provides direct on-
site industrial hygiene and medical investigations upon request from
employers or employees.

RAT CONTROL PROGRAM

Mr, SIMMER. Once you have brought local rat control programs to
the maintenance level, are all of the costs taken over the local gov-
ernments? T believe the justifications mention that they pay about 45
percent of the costs up to the point of maintenance.

Dr. SENCER. Project grants for urban rat control are provided,
initially, on an annual basis for a period not to exceed 5 vears. contin-
uation grants after the first year are made on the basis of satisfac-
tory progress toward attaining maintenance level in the target area.

Deduction of Federal funds by 10-15 percent per year is recom-
mended during the third, fourth, and fifth years, with the expectation
of increased support by State and local agencies. It is expected that
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the project will reach a maintenance level in the target area within 5
years.

At the completion of the 5-year period, an annual maintenance grant
can be awarded for a maximum period of 3 additional years. This
maintenance grant may not exceed 50 percent of the fifth year fund-
ing except for good cause shown.

In fiscal year 1969, projects assumed 27 percent$5,504,045of
total costs$20,523,451of rat control programs. In fiscal year 1973,
projects assumed 45 percent$12,202,477--of total costs$26,927,-
727of the programs. In two project cities in New York State, total
financial support for urban rat control was assumed by local funding
in fiscal year 1974Binghamton through a 50-50 State aid program,
and Poughkeepsie through the local county health department.

NEW POSITIONS FOR OCCUPATIONAL SAFETY AND HEALTH

Mr. SUMER. You are requesting an increase of 40 positions to
change over some of your occupational safety and health activities
from a Contract basis to an in-house basis. Why do you feel this change-
over is necessary? Is it less expensive or more expensive to do the
work in-house?

Dr. SEXCEIL In addition to the fact that in-house resources are re-
quired to initiate and manage a contract effort such as we already
have underway, I feel it is necessary to maintain a balanced program
with a reasonable level of in-house effort on the part of the. Institute
so that we can effectively utilize the results of research conducted ex-
tramurally. It is difficult to make a general cost comparison since,
quite obviously, contracts are normally with profitmaking organiza-
t ions.

IMMUNIZATION PROGRAM

Mr. SIMMER. You show a program decrease of $4,450,000 because
of a nonrecurring program to improve immunization programs
against diseases susceptible to vaccination control. You have accom-
plished your purpose in this, is that right.? Tell us about that.

Dr. SENCER. We believe that the level of funding requested for,
fiscal year 1975 will be adequate to continue the progress which is
being made in reducing the incidence of rubella, measles, diphtheria,
tetanus, and pertussia. The $4,450,000 which was available in fiscal
year 1974 has helped to replenish vaccine supplies, and has insured
the availability of adequate supplies to meet the needs of intensive
immunization campaigns which are being carried out in fiscal year
1974-75. Reported measles cases are declining for the third straight
year and the rubella epidemic expected in 1970-72 has still not
occurred.

LEAD POISONING

Mr. SinilvEn. The same goes for the decrease of $4,500,000 because
of a nonrecurring program to strengthen capabilities of State health
laboratories in regard to blood-lead analyses. This is part of the
leaded paint program, I assume. Tell us what has been accomplished
by this one-shot program.
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Dr. SENCER. This money has just recently been made. available and
grants have not yet been made to State laboratories. After the grants
are made, we expect the capability for accurate blocd -lead analyses in
the United States to increase considerably. Local prevention pro-
grams will be spared the expense of setting up their own laboratories,
and one of the major roadblocks to implementation of screening
under medicaid will be removed. We expect that other sources of
funding, including medicaid reimbursement, can sustain the opera-
tion of these laboratories once we have helped in getting them
establisehed.

Mr. SUMR. On page 110 of the justifications it is stated that your
immunization efforts in 1975 will concentrate on determining groups
in our country with low immunity levels, and on redesigning your
immunization programs to dose the gap between central city and
noncentral city immunity levels. What do you have planned in this
regard?

Dr. SENCEFL Effective systems of assessment to define the areas with
the largest proportion of inadequately protected children are now
operational in several States and cities. We plan to expand these sys-
tems to additional communities. Data are collected from immuniza-
tion level surveys of children at school entry, day care centers, Head
Start programs, and random sample surveys of selected groupings
of 2-year-old children. This information enables health departments
to identify areas of greatest need. When indicated, "mini" immuniza-
tion campaigns will be aimed at these specific groups.

BUBONIC PLAGUE

Mr. SIMMER. Are you still supporting investigation and control of
plague? To what extent is this still a problem in this country?

Dr. SLICER. Bubonic plague. creates four basic types of control
problems in the. United States.

1. Sylvatic plague maintained in a wild rodent flea-transmission
cycle is still widespread in 17 Western States and offers a constant
threat of human exposure, particularly in outdoor recreation areas.

2. There is a constant threat of invasion of urban communities
from the above sylvatic sources of infection, for example, three squir-
rels in Denver, Colo., in 1968 and domestic rats in Tacoma, Wash., in
1971.

3. There is a constant threat, of introduction of exotic strains of
plague from countries such as Vietnam and Indonesia by way of in-
ternational air and sea traffic.

4. An outbreak of plague in any shipping port such as Los
geles, San Francisco, or Seattle would require closing down of the
port. under International Sanitary Regulations with subsequent. loss
of millions of dollars.

The above control problems have been complicated during recent
years by environmental regulations reducing or eliminating the use
of rodenticides. This has resulted in the resurgence of rodent popula-
tions with an increased threat of epizootic. plague. In the past 5 years,
there have been 23 cases of human plague in the United States which
is several times the. incidents reported during the past half century.

Given the nature of the above problem CDC provides assistance and
consultation to Federal, State and foreign governments on laboratory
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diagnosis, surveillance techniques, epidemiologic investigation, and
prevention and control of bubonic plagtr. The Center's Plague Labcr-
atory functions as the Western Hemisphete Reference Center for
plague and provides standardized laboratory techniques, training,
and reagents to H.S. agencies, WHO, and PATIO,

includes
conducts re-

search on the ecology and control of plague. This Includes develop-
ment of improved laboratory and diagnostic techniques, and new
insecticidal, rodenticidal, immunization and ecological management
systems for plague prevention and control. CDC has the only labora-
tory in the United States capable of providing these services.

INTERNATIONAL. I IEA LTI I REGULATION

Mr. S II RIVER. On page 115 you state that you will be looking at pos-
sible modifications of requirements relative to the International
Health Regulations. Does this mean changes in the types of shots
required and things like that? Tell us more about that.

Dr. SENCER. In accordance with article 54 of the World Health
Organization's International Health Regulations, the Center -con-
tinues to perform rodent infestation inspections for the issuance of
deratting/deratting exemption certificates. The scope. of inspection
and issuance of certificates is within the capabilities of private enter-
prise. We are exploring alternatives for providing services through
the private sector.

Inspection efforts at ports of entry are directed to identifyingtrav-
elers whose itinerary and vaccination status or illness is consistent
with the possibilities of a smallpox importation. Arriving persons are
evaluated (by flight) regarding itinerary (presence of smallpox-
infected country) and frequency with which they are unvaccinated
or ill upon arrival. Based on this information and knowledge of
worldwide disease conditions assignment of manpower is focused at.
those locations and during times when high-risk flights arrive.

LABORATORY SERVICES

Mr. S II RIVER . You say on page 118 that a combination of circum-
stances has created a "unique" opportunity for the Center to play a
leading role in the improvement of national health laboratory services.
That is discussed at some length in the book, but would you comment
on it briefly now ?

Dr. SENCEP. Since 1966, laboratory quality standards under the
Clinical Laboratories Improvement Act for medicare and, more re-
cently, the regulations issued by the FDA for controlling in vitro
diagnostic products, have made possible the development and con-
sensus acceptance of standards of performance previously difficult or
impossible to achieve.

Laboratory improvement can be accomplished only when acceptable
basic laboratory technology is developed in three areas: Analytical
methods, quality calibration and control materials, and means of
quality assessment and control. Research and development in any one
of these areas requires parallel development in the other two.

If the goals of the laboratory improvement programs are to be
attained in each of the more than 12,000 health laboratories of the
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Nation, the basic technologies must be efficiently and effectively
learned and practiced in each laboratory. CDC's national laboratory
improvement, program is the focal point for a coordinated attack upon
the recognized health laboratory problems. The important considera-
tion here is that cooperation with the FDA in the area of product
class standards for in vitro diagnostic products and cooperation with
the Social Security Administration in the application of equal stand-
ards for all medicare laboratories, will allow us to have a positive
influence on the services provided by practically all of the Nation's
health laboratories.

IiAZARDOUS SUBSTANCES

Mr. SIMMER. In conclusion, I have one general question. It seems
like every day there is a report in the media concerning possible haz-
ards to people from a large variety of products and materials. These
reports are all based on scientific evidence, yet later there may be re-
ports to the contrary, also supposedly based on scientific evidence.

What is your view of the proper role of Government in attempting
to interpret these scientific reports to the public? Should the Govern-
ment actually intervene, say to limit by regulation the use of such
products? It so, in some cases, what then should the Government's
action be when conflicting reports are offered by the scientific COM-
inanity?

Wouldn't it be far bettor in most cases to allow all this information
be made available to the public and let them, perhaps in consultation
with their personal physician, make up their own minds concerning
the use of products in their personal lives?

Dr. SENCER. The evaluation of possible hazards is very complex and
difficult because of the usual paucity of "scientific" evidence which is
generally found for evaluation purposes. Such evidence as may be
available may be biased in its development or its selection, even by well-
meaning researchers. In hazard evaluation., the objective is to acquire
all information that is available to examine and evaluate that data
candidly and provide an objective report on the findings of the study.

The role of the Government in this evaluation process should be to
provide that objectivity which is necessary to protect the public from
injurious products and to protect industry from needless precautions.
To insure this objectivity, acquisition, and development of informa-
tion. selection of the people to review the evidence, and mohitoring the
review process become the most important governmental responsibility.
The review process must evaluate the completeness of the information
found, the quality of information available, and the accuracy of inter-
pretation. The review process would also indicate what additional in-
formation must be developed for a valid appraisal of the hazard.

Obviously, all hazards cannot be evaluated in this manner in a timely
fashion. There must be some priority to the selection of hazards which
can be evaluated with this in-depth objectivity. Th:9 priority setting
activity can be set only by governmental objectivity. In order that haz-
ards considered to be of lesser importance can be handled, such infor-
mation as is available must be made available to the public so that in-
dustry and the using public can make their, own appraisal of the evi-
dence. While public evaluation will handle some of the more obvious
problems associated with the use of some items with hazards, the pub-
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lie is unable to cope with the more subtle effects from less obvious haz-
ards such as the effects of carcinogens, high frequency ovens, glue sol-
vents, and more. Most physicians in private practice are not aware of
the nature of the problems that may be presented to them and usually
do not have the necessary information available to make correct evalu-
ation. Use of public selfpolicing cannot control such hazards and is
not likely to be aware of such hazards without an active evaluation
program carried on by the Government to stimulate active research and
publicize the results.

Mr. OBEY. Thank you very much. We will adjourn until 2 p.m.
Monday.



312

JUSTIFICATION OF THE BUDGET ESTIMATES

()VARMINT Or MALTII, liDUCATiON, AND WELPARE

CENTER POI DISEASE CONTROL

Preventive Health Services

Appropriation

kaagiaLlatilikliAtuallatiga

Proposed supplemental for pay increases
Subtottl, adjusted appropriation

Reel transfer to

"Departmental management"
rot Department-vide Public Affairs

reduction.

Competitive transferi tot

'Departmental management"
To remove certain reporting activities

fro.i the Department Working Capital
turd and to support an ADP Management
System in the Secretary's Office of
Public Affairs.

"Office of the Assistant Secretary for
Health"
Transfer of administrative support

Activities to the Office of
Assistant Secretary for Health.

"Mental Health"
Support of Federal Employee Alcoholism
Program.

Comparative transfers fromt

"Departmental Management"
Decentralisation of indirect cost

function from Department Woti.ing
Capital rund.

"Office of the Assistant Secretary for Health"
Decentralisation of Commissioned Officers

personnel servicing from Service and
Supply fund.

Subtotal, budget authority

1914

96

hi Led 1211--
8134,565,000 6131,814,000

136,354,000 137,614,000

112,000

.16.000

- 108,000 MO4

- 14,000 4am

+16,000

+33,000 040

136,193,000 131,814,000
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gpounteitvailablajor Witation continua if

1974
Revised 1975

Unobtigated balance, start of year

Unobligated Wants, transferred from other

1,164,000

accounts 1,964,000

Unobligated balance, end of year -1.964.000 -1.000.000

Subtotal, 1974 bass obligations 000 t38.778.000

Unobligited balance restored

_136.19

15,982,000

Total, obligations 152,175,000 133,778,000

1/ !kludge the folloving smounts for reimbursable activities tarried out
by this accounts 1974 - $6,310,000; 1975 - $8,310,000.
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;umstsry of Ch4AW

1974 Estimated obligations 2152,173,000

1975 Estimated obligations 136.7)$.000

Net change 13.397,000

Pos.
Ease ;henna froekBaat

Amount POI a Amount

jnc reasts s

A.

1. Annualisation of 1974 pay
raises

2. Extra day of pay
3. EEC increase
4. Increased DREW working

capital fund
5. Payment to GSA for rent

Subtotal

B. EMAXAMI
1. Disease control - Disease

investigations, sur-
veillance, 6 control

2. Disease control Laboratory
improvement

3. Health education
4. Occupational health - Direct

operations
5. Buildings and facilities

Subtotal

Total, increases

Decreasesi

001
00m

..0
ONO

.00
000 .011,

MOO

00V
046

+$1,561,000
+124,000
+21,000

+68,000
+3.413.000

1,495

459
36

525
.

09,657,000

'9,832,000
3,206,000

29,526,000
..

Odla

+10

'4-10

--.

+40

+5,187,000

+130,000

+120,000
+1,250,000

...

+964.000
+60 +2,464,000

+7,651,000

-120.000

A. Built-in:
1. Disease control Laboratory

improvement

Subtotal -120,000
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Mete CAMIILUdia-
Pos. Amountr04. Amount

0iiiiiiiiiiht*

3. MIMI
1. Disease control

Project grants
Infectious diseases 657 $35,450,000 -.- 44,450,000

2. Disease control
Project grant.
Leadbaaed paint
poisoning in
children 10 11,000,000 .. -4,500,000

3. Disease control - Disease
investigations, our-
valiance, and control 1,495 39,657,000 0 967,000

4. Diocese control
Laboratory
improvement 459 9,832,000 - -- -1,305,000

S. Disease control -
Health education 36 3,206,000 .. -1,470.000

6. Occupational health
Grants 3,764,000 .. ,512,000

1. Occupational health -
Direct operitiona 525 29,526,000 - -- - 6,231,000

8. Program management
Program direction 174 4,257,000 - -- - 351,000

9. Program management -
Bagional offices $) 2.382,000 ao 442.000

Subtotal - -- -20,928,000

Total, decreases - -. 41.048900

Total, net change 44,0 -11.397.000

Uggnation of Chant**

Increases:

A. INIMULtias

An increase of 15.187,000 included 11,561,000 for annualisation of
pay raises in 1974, $124,000 for one extra day of pay, $21,000 for Bureau
of Employee Compensation, $68,000 for DREW working capital fund, and
$3,413,000 for payment to GSA for building apace rent.

B. troittemt

1. jasmisstarALtjaagatAggnijuaignaLjaryaillauice _and control

An increase of $130,000 and 10 position, to support expanded
research and development to further refine and implement tourmaline,
methods and analytic techniques in the National Mosocomial Infections
Study. surveillance of tospital.acquired infections, and evaluation
of control measures.
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girolinatton of Chaim. (Continued)

2. Disease control Leboratory improvement

An increase o $120,000 and 10 positions to extend the
application of the high standards of the Clinical Laboratories
Improvement Act of 1961 to more of the nation's clinical
laboratories at a fester rats.

3. Pietas* control nalth education

An increase of 41,250,000 for first full year operation of a
national health education program.

4. Qctunstional health Direct ooerationi

An increase of 40 positions to provide for further in-house
development of criteria for standards in occupational safety and
health, previously funded by contract.

S. Suildines and Utilities

An increase of $964,000 for repair and maintenance of the
Center's facilities. Funds for this activity will be transferred
from funds appropriated in the BMA Buildings and Facilities
appropriation in previous years and mill remain available in this
appropriation until obligated. No new budget authority is being
requested.

Decreases:

A. )utlt -tnt

1. Disease coitroL Laboratory improvement

A decrease of $120,000 results from nonrecurring purchases
of equipment.

S. frotram!

1. Mimosa control Protect trent' - Infectious diseases

A decrease of $4,450,000 results froana nonrecurring program
effort in 1914 to enhance support of !immunisation prograaa against
diseases susceptible to vaccination control, particularly by re-
plrnishing supplies of vaccine. This effort was funded by additional
project grants to States.

2. Disease control - Protect grants - Lead-based paint poisonint in
children

A decrease of 64,500,000 results from a nonrecurring program
effort in 1914 to strengthen capabilities of State health Laboratories
to perform sophisticated and accurate blood-lead analyses. This effort
vas funded by additional project grants.
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Explanatton _of Chum... (Continued)

3. Diseattconirel - Disease iftveatitations. surveillance and control

A decrease of $961,000 results from nonrecurring purchase* of
equipment and closing of 04 Acetic Health Research Center in 1974.

4. Disease control - LatemitorY_Imotatioept

A 0crease of 81,305,000 results from nonrecurrtng program costs
in 1914 to support a national conference on quality control in public
health laboratories and for purchases of bulk laboratory material for
proficiency testing.

5. Disease control Health "duration

A decrease of $1,470,000 results from nonrecurring program
costs in 1974 for nutrition and chronic diseases.

6. QA19.0112$141 health - Grants

A decrease of $1,312,000 results from nonrecurring research and
training grants made available in 1974.

7. gocupatioual health Direct operation*

The decrease of $6,231,000 includes $3,582,000 due to a non
recurring program effort in 1974 to improve and make the occupational
respiratory disease clinics for coal miners self-sufficient, and
$2,649,000 due to nonrecurring research contracts for the development
of analytical procedures for detection of carcinogens and to supplement
criteria standards development.

8. Prostramimeneeemvit - Proves' direction

The decrease of $351,000 results from annualication of savings
from reduction of positions in 1914.

9. Program meneeemant - Acetone' offices

A decrease of r.42,000 results from completion in 1974 of the tvo-
year National Occupational Hazard Survey to develop baste descriptive
information on the voOting environment of nonagricultural industries
covered uuaer the Occupational Safety and Health Act,
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Pcolanation of Cha &ee (by activity)

A. Disease control - Disease investigations, surveillance, and control.

built-in increases of 41,229,000 for annualleation of pay raises in 1974,
one extra day of pay, bureau of Employee Compensation, end DRHO working
capital fund' program increase of $130,000 and 10 positions to support
expanded research and development to further refine and implement surveil-
lance methods and analytic techniques in the National Nosocomial Infections
Study; and program decrease of 4967,000 resulting from nonrecurring purchases
of equipment and closing of the Arctic Health R h Center.

B. Disease control - laboratory improvement.

built-in increase of 4141,000 for annualisation of pay raises in 1974,
program increase of $120,000 and 10 positiots to extend the application of
the high atandards of the Clinical Laboratories Improvement Act of 1967 to
more of the Nation's clinical laboratories at a faster rate and program
decrease of $120,000 for nonrecurring equipment purchased in 1974.

C. Disease control - Health education.

Built-lo increase of $44,000 for anoualieation of pay raises in 1974, and
program increase of $1,250,000 for first full year operation of a national
health education program.

D. Occupational health - Direct operations. .

Built-in thermoses of $301,000 for onnualleation of pay raises in 1974, and
one extra day of pay; program increase of 40 positiooa to provide for further
in-house development of criteria for standards in occupational safety and
health, and for further in -house research; and program decrease of 0042,000
due to the nonrecurring effort is 1974 to improve and make the occupational
respiratory di linics for coal miners self - sufficient.

P. Buildings and Facilities.

Program increase of $964,000 made available in prior years and transferred
from the HSKRA Building and tacilitieo appropriation, to remain available
in this appropriation until obligated.

P. Program management - Program direction.

built-in increase of 43,413,000 for payment to GSA for building space rental
and program decrease of $255,000 resulting from annualisation of allyings due
to reduction of positions in 1974.

O. Program management - Regional Off tees.

Built -in increase of 4$9,000 for annualisation of pay raises in 1974, end
program decrease of $142,000 due to completion in 1974 of the two-year
National Occupational Ward Survey to develop basic descriptive information
on the working environment of nonagricultural industries covered under the
Occupational Safety and Health Act.
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1974 1975 Increase or

Page Bass* ,_ Estlmate Decrease
Rat. 261. Amount- ice. Amount._ Pos. Amount

Disease controls
(a) Project grants

110 1. Infectious
diseases 11.1.18

112 2. Rat control,.

112 3. Leadbased
paint poison-
/At in

114 (b) Disease inveoti
stations our
velllance,
control

118 (c) Laboratory
improvement

122 (d) Health education

Occupational health'
124 (a) Grants

124 (b) Direct
operations

127 tuildings and
ficilities
Budget authority

Program managements
128 (a) Program

direction

129 (b) Regional
offices

657 $31,000.000 657 631,000,000
(35,430.000)

13,100,000 13,100,000

10 6,500,000 10 6,500,000
(11,000,000)

1,495 39,657,000 1,505 40,049,000 +10 +$392,000 A

459 8,527,000 469 8,668,000 +10 +141,000 A
(9,632,000)

36 1,736,000 36 3,030,000 --- +1,294,000,Q
(3,206,000)

2,252,000 -- 2,252,000
(3,764,000)

&O.

525 26,877,000 565 23,596,000 +40 3,281,000 g
(29,526,000)

daMeal

t... I
964,000

1

+964 000 R

I --.

174 4,161,000 174 7,319,000 -- +3,138,000 Z.
(4,257,000)

92 2,383,000 92 2,300,000 --- egjIggo k

Total obligations.... 3,448 136,193,000 3,508 138,778,000 +60 +2,585,000

(132,115,000)

*1974 Base Excludes 1973 appropriation reetets41ens. Total obllgations,

are shown in parenthesis.

32-029 0. 24 .21
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Obligations by Object

1974
1st looter

1975
tatiblite

earrirair

Or
Decrease

Total number of permanent
positions

Full-time equivalent of all
other pvIttions

Average number of all
employees

3,448

154

3,556

3,508

154

3,601

+60

445

Personnel compensations

Permanent positions $48,261,000 $49,455,000 +$1,194,000

Poeitions other than
permanent 1,078,000 1,078,000

Other personnel compen-
sation 1.192.000 1.192.000 ---

Subtotal, personnel
compensation 50,531,000 51,725,000 +1,194,000

Personnel benefits 5,632,000 5,733,000 +101,000

benefits of former personnel 72,000 - -- -72,000

Travel and transportation of
persons 3,510,000 3,513,000 +3,000

Transportation of things 733,000 733,000 ...

Rent, communications and
utilities 3,694,000 6,940,000 +3,246,000

Printing and reproduction 914,000 997,000 483,01

Other .services 5,707,000 6,344,000 +617,000

. Project contracts 19,148,00 11,046,000 - 6,102,000

Supplies and materials 4,184,000 4,159,000 - 25,000

Equipment 2,129,000 2,129,000 Ili

LandJ and structures 8,000 8,000

Grants, subsidies and
contributions 55.915.000 45.453.000 - 10.462.000

Subtotal 152,177,000 138,780,000 -13,397,000
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Obligations by Object continued

Increase
1974 1975 or

Estimate-- beaters

Ws quarters and subsistence
direct --:2.040 L----t.--.VZ:........

To...al obligations by
object 132,175,000 138,778,000 -13,397,000

Total, 1974 base
obligations (136,193,000) (138,778,000) (+2,383,000)
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Auth risintlagislation

joie1ation

Preveativ Health Services
Activity;

Diesels control
hoist Grants

Sections 317(d)(2) and (3) of the Public
Health Service Act.

Section 318(d)(2) of the Public Health
Service Act.

Lead-Sneed Paint Poisoning Prevention
Act of 1973.

Section 314(6) of the Public Health
Service Att.

Disease inveatilations,
surveillance. and control
Sections 301,108, 311, 315, 322(c), 325,

327, 328, 352, 353, and 361 thru 369 of
the Public Health Service Act.

Laboratory Leprovseent
Sections 301, 311, 327, 328, 332, and 353
of the Public Health Service Act.

Health educatiOn
Sections 301, 311, and 315 of the
Public Health Service Act.

Occupational health
Cunt'

Sections 301 end 311 of the Public
Health Service Act.

Direct operations

Sections 361, 311, 327, and 328 of the
Public Health Service Act; the Federal
Coal Min* Health and Safety Act of
19691 and the Occupational Safety end
Health Act of 1970.

frogrxx managesent
Sections 301, In, 311, 314(e), 315, 317,

318, 322(e), 325, 327, and 328 of the
Public Health Service Act; the Lead-
Based Paint Poisoning Prevention Act
of 1913; the Federal Coal Hine Health
and Safety Act of 1969; and the Otcupa-
tional Safety and Health Act of 1970.

106

1975

Authorisation Peculated

$29,000,000 $6,200,000

30,000,000 24,800,000

25,000,000 6,500,000

1/ 13,100,000

Indefinite 40;049,000

indefinite 8,4611,000

Indefinite 3,030,000

Indefinite 2,252,000

Indefinite 23,596.000

Indefinite 9.619000

Total 1975 6131,814,000

J Section 314(e) of the Public Health Service Act expire. June 30, 1974
extension of legislation is proposed.
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Budget
tstimite
Ittbniaug

Pieventive

House
Alloymce

he41tb Services

Bengt,
blloventg Aporoortatioq

1965 29,993,000 29,974,000 29,974,000 29,914,000

1986 48,347,000 40,347,000 40,497,000 40,497,000

1087 44,230,000 44,220,000 44,220,000 44,220,000

1968 12,272,000 12,109,000 72,109,000 72,109,000

1969 63,407,000. 62,144,000 62,144,000 62,144,000

1970 79,331,000 79,238,00* 79,238,000 79,238,000

1971 82,138,000 82,538,000 90,600,000 84,538,000

1972 138,096,000 138,996,000 157,911,000 143,303,000

1971 139,980,000 159,872,000 223,872,000 159,872,000

1974: 145.080,000 127,080,000 141,780,000 134,563,000

Supple-
&Imola 1,789,000

1975 137,814,000

107
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Justification

Preventive Re-nth SirVicea'

1974
base* 11,5

Pos. Amount PO.

increase or
Decrease

Amouttt /pa. Smount

Personnel compensation
and benefit. 3,448 $56,235,000 3,508 $57,458,000 +60 +$1,223,000

Other expenses --- 79.958.009 00 81.320.000 +1.362.000

Total 3,448 136,193.000 3,508 138,778,000 +60 +1,583,000

general Statement

This appropriation provides support for the Center for Disease Control, one
of the six agencies of,the Public Health Service.' This agency-Li the tenter of
competence in the prevention and control of infectious diseases enA certain other
conditione. The agency's principal mission is to assist Stet, and local health
authorities and other health related organisations in steaming the spread of
communicable diseases, in providing protection from some environmental basards,
and improving occupational safety and health. This mission is carried out in a
pultiphesic program 'MAI' includes' (1) research, investigation, and evaluation.
of new methods of controlling or preventing diseases; (2) the provision of
epidemic aid; (3) technical 'consultation and asaistance in ell aspects of
calimalcable disease control; (4) active surveillance of disease and reporting
on triads and developments; (5) laboratory improvement; (6) direction of a
national health education program; and (7) occupational safety a'd health. 10
addition, this agency is charged with the responsibility for certain national
health duties. These include the Unaware of clinical laboratories engaged in
interstate commerce and foreign quarantine activities aimed at preventing the
introduction of disease into our Notion.

Hence, these progress are engaged in a wide spectrum of activities directed
to improving the health of the people of this elation. The Center for Inuits'
Control is an organisation devoted to public service through assistance, research,
investigation, and only when necessary, regulation end enforcement,

*Sxclut4s 1973 appropriation restorations.
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Disease Coettol

1974

Base 197$
Inctsese of
jecteaes

Pos. Amount , Amount Poi, Anus;

Personnel compensation
and benefit, 2,657

Other expenses

941,881,000

58,639,000

2,677

- --

2,677

443,099,000

59.248.000

102,347,000

+20

---

+20

+0,218,000

+609.00()

+1,827,000Total 2,657 100,520,000

Subactivtties1

Project grant, 667 50,600,000 667 50,600,000 --- . OM=

Sections 317 and
318 of the Public
Health Service Act.
Lead-Based Paint
rationing Preven-
tion Act. Section
314(e) of the
Public Health
Service Act.

Disease investigations,
surveillance,
control 1,495 39,657,000 1;505 40,049,000 +10 +392,000
Sections 301, 308,
311, 315, 322(e),
325, 327, 328,

352, 353, and 361
thrti369 of the
Public Health
Service Act.

Laboratory
improvement 459 '8,527,000 469 8,668,000 +10 +141,000
Sections 301, 311,
327, 328, 352, and
353 of the Public
Health Service Aet.

Health education 36 1,736,000 36 3,030,000 --- +1,294,000
Sections 301, 311,
and 315 of the
Public Health
Service Act.

. Total 2,657 100,520,000 2,677 102,347,000 +20 +1,827,000
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Increase or
1974 1975 Decrease

hams kw Amu 12F &MAI

PROJECT GRANTS
Infectious diseases ... 637 01,000,000 657 $31,000,000 0 000

Immunisation 82 6,200,000 82 6,200,000 000
Venereal disease' 573 24,800,000 573 24,800,000 100.1 00O

Nat control 13,100,000 13,100,000 SOO

Leadbased paint poison -
ing in children 10 6,500,000 10 6,500,000 000

Immunisation

Safe and effective vaccines which can prevent and control outbreaks of Asap
communicable diseases are now available. funds are being requested for. immunise..
tion grants to assist States and local health agencies in planning, organising,
and conducting community-based ongoing immunisation activities against poliomye-

lit" geistaAa.r.04116.-diPhttleti4s

During 1973, immunisation project grants will be awarded to 62 Stew and
local health agencies,which serve all areas of the Nation". These grants will-
require recipients to' develop and refine their capabilities; (1) to systeSiatically
immunise groupe of inadequately timunised children; (2) to promptly detect end
respond to local outbreak.* of vaccine preventable and controllable disease!'
(3) to conduct meaningful assessment and surveillance of immunity leveli and
disease trends; (4) to sustain adequate levels of immunity; and (5) to develop
And conduct public and professional information, educational and motivational
activities. Emphasis will be placed on determining thole subgroups in the
population with low immunity levels and designing and conducting immunisation

. activities to take appropriate remedial action to close the gap between central
city and non-central city immunity levels.

During 1974, immunisation efforts were directed toward identifying and
immunising the large numbers of preschool -age children inadequately immunised
against the vaccine preventable diseases (5.1 million for polio, 4.7 million
for measles, 6.0 million. for rubella, and 3.4 million for DP1). It is anticipated
that the activities conduCted in 19700111 be reflected by a proportional increase
in immunisation levels of 10 percent for measles, 11 percent for rubella, and
7 percent for polio in the 1.4 age group.

The 1973 funds restored in 1974 were used to fund increased project
grant, to States to enhance support of immunisation programa against diseases
susceptible to vaccination control, particularly replenishing supplies
of vaccine,

Venereal Disease

With infectious syphilis at its highest reported level since 1950 and
gonorrhea at the highest level ever reported, venereal diseases are epidemic in
the United States, Since these are communicable diseases, they present a hazard
to the Nation over and above that posed by illnesses which affect individuals and
do not, ipread from one person to another. Factor. combining to perpetuate the
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spread of these disease. include the extent of travel, the mildness or absence of
only syeetoss and the videspreed ignorance that surrounds their transmission,
diagnosis, and treatment. Seceusa of the rapid spread of these diseases from area
to arcs, control efforts must be applied nationally on a uniform basis.

federal support for 1975 milt expend and intensify the notional venereal
dins.. Control effort. Project funds are principally directed to support the
dins.e intervention activities of this effort. Screening, ning'presently avail
able culture methods and other methodologies including serologic tests if they
become available, will remain a major component of gonorrhea control strategy.
Screeoins effort. in syphilis control trill place emphasis oa discontinuing non-
productive approaches and strengthening testing programa which merit it, such
as in prenatal clinics, in hoapital emergency rooms among certain high-risk
patient groups, and in other appropriate settings.

Ipidesiology is designed to achieve a rapid decrease in incidence through
interruption of 41$011110 spread and will remain a major component of the overall
control stratesy. Major emphasis during 1975 will be placed on improving the
quality of the epidemiology being performed in order to achieve the sore rapid

0Cree14,411,07Ph441.14ineldeflAs 0.0;11069 tht_OnorrhraerFledini net for
infected females, to discover asymptomatic mite as veil as°
and to emphasise patient involvement in the spidessiolostc process. A greater and
more effective use of contact self-referral techniques viii be mai* and approaches
will be implemented to encourage the chronic repeater to return for frequent tests.
A variety of follow-up procedures will be used to reduce the time interval between
exposure and the time the contact receives diagnostic and treatment services.

During 1975, educational efforts will be directed towards coamunicating
pertinent venereal disease facts to persons at risk, especially youth, with
objectives of preventing exposure or re-exposure to infection and of having
patients recognise the need for end to participate in the reforral of their
sexual contacts to medical care. A second strategy silt address improving health

. are services, both through educational programs tervited to current provider.,
and stimulation of new programs for physician assistants.

Specific control techniques found to be effective will be transmitted to all
State and local progress through regional offices end their use encouraged during
ornate program evaluations conducted by CDC and the regional offices.

for the fourth straight year, reported cases of primary and secondary syphilis
increased during 1973 as shown in the following table'

Estimated Age of
No. Reported Increase Actual No. Greatest
CVO. fY173 Over 77'72 Cases_ff'73

Primary 6 Secondary
syphilis 25,080 4.5% 85,000 - 90,000

_AILL_

20-24 yrs.
Gonorrhea 809,681 12.71 2,500,000 20-24 yro.
Male 504,706 2.0% 1,700,000 -1,900,000
Pamela 304,975 36.3% 600,000 . 800,000

Provisional date for the first quarter of 1974 shored an encouraging decline in
early syphilis incidence of 0.4 percent over last year'. reports. Cast detection .
and surveillance activities of the syphilis control effort tested an estimated 40
million persons for syphilis of rhos 1,100,000 had reactive test results *ad of

.ihom over 66,000 vare identified with syphilis. Spidostolosle activities have
resulted in the prevention of 2,700 cases of syphilis.
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Gonorrhea continues to rank first among all reportable diseases. Reported
cases of gonorrhea among females increased 36,3 percent in 1973 compared to 1972,
but cases of gonorrhea smote males rose only 2,0 percent. This is the lowest
rate of increase among melee in the past decade. This low rate at Wracks" in
males is attributable to the impact of the gonorrhea Control program begun in 1973
which included the Unites of five million woman. Of these, 4,9 percent were
positive for gonorrhea end 90 percent were ttetted.

Rat Control

The rat is a symptom of a deteriorated urban environment characterised by

unsanitary conditions, dilapidated hiusing, and poor health and social condittonsi
Rats are responsible for spreading disease, destroying food and property, and
causing fires and injuries.

Project grants are provided es said money to demonstrate new methods of
implementing program activities, and to carry out comprehensive programs focusing

"on permanent lOnerangt solutions to control rat popOlation". The immediate
Wejectbee,of,t4e,project_greatsiourat control are-to reiduce,ret-populations
and the conditions which are conducive to rat infestations to s maintenance level
(2 percent or less of the premises with active rat signs and either 15 percent or
less of premises with exposed garbage or 30 percent or lets of premises with
unapproved refuse storage).

Raphael. in 1975 will be placed oa accelerating the attainment of a
maintenance level in existing target areas by focusing more strongly on the
element. of community involvement and local edainistratton which are vital to the
long -term solution of the problem. The initial group of projects has
that the residents of target neighborhoOds can be-mobilised to take the steps
no:meaty to reduce rat Population., and that the community ae a whole can assume
responsibilities for maintaining surveillance and maintenance programs with
declining federal support. In addition, grant funds will increasingly be used to
initiate control programs in new target areas of existing project communities *here
Where rat infestations have developed. By 1975, new rat control projects can be
initiated with horter time frames for achieving a state of control. Surveillance .

methods, and the methods of mobilising all relevant municipal services to deal
with persisting or potential infestations, will be more clearly developed.

A maintenance ravel of control was reached in 47 percent of the target areas
by the and of 1973. It is estimated that this percentage will be increased to
SO percent by the end of 1974, and to 50 percent by the end of 1975. Local funds
are currently providing an average of 45 percent of the total funds supporting
rat control projects.

Lead -Rased Paint Poisoning in Children

The potential for lead poisoning exits wherever lead-based paint is
accessible to children, especially in deteriorating housing where peeling paint
chips are found. There are an estimated 2.5 million children in the United States
between the ages of one and six who are living in dilapidated housing with
interior surfaces containing lead paint.

Since late in 1972, project grants have been awarded to communities to screen
children for undue lead absorption as disclosed by elevated blood lead levels.
Continuing in 1975, screening will be expanded to additional target groups. It

is anticipated that a minimum of 300,000 individual children will be tested.
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limphsais will also be placed on developing the necessary laboratory competence
in blood lead analysis in States and communities which have not yet put this
emerging technology to work, and in strengthening it is areas where laboratory,
proficiency has been yeah during the initial year of the program. Nov screening
and laboratory procedures, as they are developed and evaluated, will he intorptfr
rated into existing progress.

During 1973, over 2/5.000 children vire screened in 40 project 'communities.
Approximately 10 percent were found on initial toning to haSe blood lead level!
exceeding 40 alcoves,. per 100 milliliters of whole blood- -the generally
accepted level suggesting potential undue lead absorption. Of these, approxi-
mately 4,400 required treatment. Approximately 29,000 dwelling unite were
inspected as a result of these screening results, and hegard reduction actions
were documented in 9,200 of these.

The 1973 funds restored in 1974 ere being used to strengthen capabilities
of State health laboratories to perform sophietiteted and accurate blood lead
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Increase or
1974 1973 Decrees,

Disease Investigations, Pos. Amount Pos. Amount Isl. Amount
Surveillance, 4
Control 1,495 339,657,000 1,505 340,049,000 +10 +3392,000

Investigations

The Center for Disease Control conduct* epidemiological and clinical investi-
gations of selected diseases s of public health significance.

Tor example, during 1975 surveillance end investigations of hospital-acquired
infections will continue. Efforts will be made to further improve the quality of
surveillance data from hospitals. Laboratory efforts will be directed toward
rapid identification of the causative agent and the institution of prompt.control
or corrective measures.

The Center will carry out research and investigations on viral hepatitis.
--------laproved.service to-the-States in the-diagnosie-Of hop-attars

Studies on detection and quantitation of hepatitis antigen-antibody complexes in
relation to possible autoimmune reactions will be performed. In 1975, greater
emphasis will be placed on determining populations at highest risk. Nationwide
surveillance will be improved with particular stress on encouraging State health
departments to report all hepatitis cases in detail.

Arboviral diseases are those which are transmitted to man and animals by the
bites of arthropods, such as mosquitoes and ticks. Past studies have identified
the principal arthropods that transmit these viruses to map and have revealed
which types of wild birds and mammals are involved in the cycles that maintain the
viruses in nature during non-epidemic periods. Insecticidal methods for mosquito
control have been developed in recent years and will be further refined. Re-
search is being carried on to find a longer- lived, highly competitive strain of
mosquitoes for use in a sterile male release program. CDC will also assess the
importance of and elucidate the vector/host/parasite relationships of such
tropical diseases as sac ephalitis, onchocerciasis, malaria, Martell. schistoso-
miasis, dengue, and trypenosomiasis.

During 1974, epidemiological support was provided during outbreaks of *top-
tococcal,infections. This support not only provided the basic information needed
to control these outbreaks, but yielded data that led to better udirstending of
the epidemiology and prevention of additional epidemics. Beginning in 1975,
standardised reagents and procedures will be developed which can be used by all
laboratories with increased reproducibility and interpretation in terra of
diagnosis and monitoring of the effect of therapy.

In recent years, there has been a progressive increase in secondary fungus
infections in patients with malignancies and other chronic diseases, in organ
transplant recipients, and in patients receiving broad-spectrum antibiotics and
steroids. To assist the many hospitals and health department, that lack medical
mycological competency, the CDC provides a national diagnostic service. Annually,
more than 17,000 specimens are processed requiring over 100,000 tests.

Surveillance

Current accurate disease intelligence is fundamental to the development and
execution of effective control programa. Disease surveillance activities of the
Center for Disease Control cover diseases of public health significance occurring
in this country or presenting a threat of introduction into this country.
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The Center will improve surveillance of disease trends at all
State, and federal. The principal wheats' for this is the Epidemic Intelli-
gence Service. EIS Officers ptovide a ready supply of epidemiologists to work
on epidemic investigations throughout the country and oversee. on a moment's
notice. At times they Sr. the sole source for States to call upon for investi-
gations. The full resources of the Center are made available for all field
inveatigatiods.

Besides the use of traditional methods of influenza surveillance such as
excess mortality data reporting, reporting from hospitals, end utilising absentee
data from large coniunities, efforts will be made to utilise and augment Other
existing health survey. in cooperation with the National Center for Health
Statistics. By cooperative expansion of their data base and by improving their
techniques of data gathering, it is hoped that more specific and sensitive
Information regarding the occurrence of influenss on a regular baits each year
can be made, Comparisons of various surveillance systems will then be possible
to determinc,theAlost_speC111414Lecieicive syelem,to,be usednailoovide.
Because of the reel possibility that birds and other
of influenza virus for humans, a systematic collection of bird sere for serology
and isolation is planned..

The Center will continue to dispense drugs from the Parsaitic Disease Drug
Service, and provide consultative sirvicea to practicing physicians and health
departsants,- Greater emphasis will be placed on clinical immunology. This
program will be expanded and a study on immunoglobulin.snd complement levels In
patients with suspected immunological deficiencies will be made. A number of
laboratory assays will be established for cell- mediated immune competence in
patients with suspected immunologic defects, and a program will be initiated for
the preparation and standardization of tumor-specific antigens for use in
diagnostic assays of patients.

Services in support of investigation and control of plague and related
roonoaes will be available on request. Field and laboratory research will be
directed toward obtaining critical data. on the ecology and epidemiology of plague,
tularemia, and related goonoses. The data obtained will be used to develop and
improve prevention and control measures.

CDC will continue surveillance and investigations of bacterial soonotic
diseases. Specific emphasis will be placed on the continuation and completion of
studies of abattoir-associated brucellosis, the field evaluation of the indirect
hesagglutination test for leptoepirosis, and evaluations of a newer, more
affective, outer - envelope vaccine for leptospirosie.

CDC will evaluate present procedures and subsequently design, develop, and
implement efficient and effective alternate procedures for carrying out our
responsibilities under the International Wealth Regulations. The Center will
evaluate the fesaibility of, and if applicable implement, modified inspection
procedures at airports comparable to the maritime inspection proCedures - that is,
selective inspection based on risk. Efforts will continue to be directed toward
providing easily accessible and accurate information on immunization requirements
and recommendations to United States citizens traveling abroad. One primary
objective in 1973 will be to assist the World Wealth Organization in completing
the global smallpox eradication ahead of schedule, We will continually reevaluate
the risk of importation of smallpox into the U. S. in light of progress on this
global eradication program.
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The Center for Di ease Control provides national leadership and technical
direction in developing and implementing programs directed at preveattm sod
control of a number of diseases of major public health sigaificant*. The
programs are directed toward realistic priorities and objectives determined by
use of modern demographic techniques and disease intelligence. The Center, in
conjunction with the Regional Offices, will provide national direction, leader-
ship, consultation, and technical assistance to State, local, end other federal
health agencies; conduct disease and vaccine surveillance; review, analyse and
evaluate local immunization programs; assure the assessment of immune status and

. the appropriate use of vaccines; coordinate a nationwide educational And motiva-
tional effort to identify and insure the immunisation of large numbers of unpro-
tected preschool age children; coodutt investigations and studies on vaccines and
their application; and provide epidemiological assistance to toktrol outbreaks of
immunitable disoasee. Close and effective collaborative working relationship,
with appropriate federal agencies will be developed and maintained to insure the
inclusion of immunisation practice standerds-in'guidelinelisod'repulAtionlilatid
to vaccine preventable disease practices managed by these offices.

Excellent methods exist to control TS in the United States. Emphasis in 1915
will be to make these methods more efficient and to insure through technical
assistance the implementation of these methods in the .health care delivery system
of the Ration. Emphasis will be placed on improving casefinding and use proven-
tiOn in those population groups likely to he infected with or exposed to tobercu,
loafs. Research efforts oil/ be directed towards developing new methods and
evaluating existing methods for the control of tuberculosis.

In the control of venereal disease. the major objectives for 1071 will be the
further development and implementation of the nationwide program. National
leadership and technical assistance will be provided, in conjunction with the
Regional Offices, to increase the effectiveness of venereal disease control
progtams by refining caufinding and prevention techniques and screening method-
ologies for identifying infectious cases, and intensifying educational activities
designed to motivate people to Avoid risk of exposure end to seek examination
whin they bairn exposure has occurred. Syphilis research will fotus on culti-
vating Trepoirema allid in vitro. Studies will be conducted in the growth of
T. pallidum io a odialyiis system using various animal models and in the
Itvelopment of a defined medium for the is vitro growth of /. allidum, Expanded
research efforts will be directed to laboratory diagnostic techniques, immunology
and drug susceptibility of the gonococcus.

During 1911, the Center's technical assistance capability will be strength-
ened in rodent control, prevention of lead-based paint poisoning, and related areas
of environmental health. Technical consultation in rat control will focus on
accelerated methods of achieving a maintenance level, and on *Abode of rat
surveillance and response to potential infestations. In lead-based paint poison-
ing prevention, priority will be placed on improving labotattry competence in
blood lead analysts. Special attention will be given to the dewlopmeort of state-
wide laboratory competence in sipport of expanded ileteltdil$ prk2tama envisioned
through the Early and Periodic Screening, Diagnosis, and necrlut Program under
Medicaid.
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tha'ait increase of $392.000 and 10 positioao tatludes an foetus' of
$1,229,004 for built-in foetuses, such as annualliatioa of pay talus la 104
and wt. day of pay; o Worm tattoos* of #130,000 sod 10 positi040 to support
oxpan444 resootch and dovolopsoot tootling to Ntthot roilaosioat sod ilplOiseftattos
of satvoilpoto methods and analytic totholquot iit tbs; Notiossi lfo00taotot
lasittiosO Stody, ourroillonio of tommusity-stqatto4 iofeetioesi *Ad evaluation
of control mammal and a propos doctoasil'of #941,00 wattles frog Ow
manias purchases of oquipsent sod closing of the Arctic Kula tossareb
Confer.
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Increase Or
1914 1975 Decrease

L. 886811 Lt Ea. &au egg. Mega,

Laboratory Improvement.... 459 $8,527.000 469 48,668,000 +10 +4141,000

The Center for Disease Control 441mi:deters a comprehensive national laboratory
improvement program by conductina research and development programs for the rai.
uation, standardisation, and effective application of laboratory methodology. it
operates a national reference laboratory service in the disciplined of bacteri-
ology, mycology, virology, perasitotOgi, clinical chemistry, hematology, end
pathology, and provides assistance to laboratories of States, large municipali.
ties, and under the auspices of the World Health Organisation, foreign countries. '

This assistance is in the form of consultation, laboratory management service, and
dissemination of new and/or improved proCedursi. In cooperation with the Food and
Drug Administration, CDC develops performance standards for commercial products
used in clinical laboratories for the diagnosis of human disease,. Under authority
of the Clinical Laboratories Improvement Act (CLIA) of 1967, CDC is responsible
for licaneing and proficiency testing of laboratories engaged is interstate
Aositna.c.Athr,Ardor-fOnctioncinctudo providing extensive
instruction program in the field of laboratory practice, producing and distri-
buting microbiological reference reagents for standardisation and quality control
purposes, evaluating commercial reagents, and distributing experimental vaccine,
and special immune globulins.

A combination of circumstances has created a unique opportunity for the CDC
to play a leading rote in the improvement of national health laboratory terviess
Since 1966, laboratory quality standards for Medicare and CLIA, and more recently
the regulations issued by the FDA for controlling.4.031112 diagnostic product.,
have made possible the development and consensus acceptance Of standards of
performance previously difficult or impossible to achieve. Laboratory improvement
can be accompltshed only when acceptsble basic laboratory technology is developed
in three areas' analytical methods, quality calibration end control materiels,
end means of quality assessment and control. Research and development in any one
of these areas requires parallel development in the other two. If the goals of
the laboratory improvement programs are to be attained in each of the more than
12,000 health laboratories of the Nation, the basic technologies must be effi-
ciently and effectively learned and practiced in each laboratory.

During 19)3, the CLIA standards will be applied to an estimated 1,150
laboratories, an increase of 125 over 1974. Under en agreement between the CDC,
NSA, and the SSA, the CDC will continue to develop identical technical laboratory
standards, in both language and intent, resulting in mote than half of the Nation's
estimated 12,000 clinical laboratories being brought under a single set of
standards. An additional significant increase is projected for the number of non-
profit clinical laboratories which will request participation on a voluntary baste
in the proficiency testing part of the CLLA program. At the midpoint of 1974,
there were 1,338 volunteer laboratories participating in proficiency testing; by
the end of 1975, It is estimated that the number will be 1,520.

Several federal programs have requested assistance in evaluating clinical,
laboratories for which they are responsible. During 1975, CDC expects to provide
one or more parts of its evaluation program to 40 clinical laboratories which serve
the Department of Labor Job Corps Centers, 73 laboratories which serve Indian
hospitals snd clinics, and 600 laboratories involved in the national gonorrhea
screening program. In addition, twelve new types of samples will be prepared for
the disciplines of cytopathology, diagnostic immunology, hematology, chemistry and
bacteriology.
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The CLIA continues to provide an excellent here for defining deficiencies in
the Netion°1 clinical laboratories, and a substantial measure of immrovement has
been achieved by calling to the attention of laboratory dliector1 those problems
which Ira readily correctable. Implementation of the Act has also demonstrated
an urgent need for remedial short -tern instruction of laboratory personeel to
Prevent their skill. from becoming obsolete as pertirdot scientific information
continues to increeSe at a phenomenal rate. The need for extremely specialised
blocks of applied information poss. a major problem for conventional educational
institutions since the structure of formal academic courses does not lend itself
to the presentation of such specialised information. While a small staff at the
federal level cannot and should not provide instruction to the 150,000 to 200,000
laboratory pereonnel requiring it, it is possible to create a "multiplier effect"
by providing missing critical elements to agencies now engaged in continuing
education.. this is dodo by (1) directing laboratory instruction toward updating
the knowledge of supervisors not only in the latest laboratory developments, but
also in the skills required to teach them on t regular basis at the local level;
(2) developing. functional teaching aide; and (1) providing resource personnel to
State and local prepare,

. .

During 1975, activities will focus on providing technical assistance to .

State health departments in the conduct of their own training courses. In head-
quarters courses, the emphasis wilt be on instruction in new laboratory methodology
that has resulted from research efforts and on presenting'information to meet
speciel national needs, such as how to diagnose cholera and hepatitis,

Standards for commercial diagnostic products continue to be of prieary
importance in laboratory improvement activities. The CDC strengthened its
cooperative efforts with FDA in establishing and validating essential reference
methodologies and in developing product class standards. In the area of clinical
chemistry, standards for calibration materials and for products used in glucose
antlyeis were developed. At the request of the Government Accounting Office, 44
separate commercial packaged reagents and "kits" for clinical chemical analyses
were evaluated. Although the quality of these commercial products varied among
the different analytical fields, most of them did not meet our postulnted standards
of acceptability. In collaboration with the National Bureau of Standards, the CDO
prepared standard reference materiel; for national distribution and cbeeked'them
against definitive methods. These serum reference material's with assigned values
for six electrolytes represent the first such standard materials in the clinical
chemistry field. In hematology, product class standards have been completed for
normal and abnormal hemoglobin determinations. Standards for products used to
determine prothrombin time are now being developed. The need for continuing
development of standards for chemistry and hematology products is evident since
determinations of this type are among the moot commonly requested laboratory
diagnostic tests.

Work is also progressing in the area of microbiological and immunological
vitro diagnostic products. Activities include (1) preparation of performance and
Waring specifications for microbiological and immunological products, (product
class standards have been completed for FDA for products used in the diagnosis of
rubella, rabies, and syphilis, and for media used in the cultivation of peloserie
epnorrhoeee); (2) preparation and distribution of reference or standard reagents;
and (1) evaluation of commercial products before they are marketed, as well as
limited monitoring of marketed products.

Of 474 commercial premerket serologic reagents evaluated for a 5-month
period (July 1 to November 30, 1973), 19.5 percent of the venereal instate (VD)
reagents and 77.7 percent of the non -VD reagents met the CDC product specifi-
cations of standards. Of the 405 lots of commercial media for the transport or
growth of Neisserie eonorrhoeae, only 76.3 percent were satisfactory.

31-05 o 74 22
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The 4th edition of "CDC Specifications for Microbiological Reagents" covering
2,000 microbiological products will be printed in 1975, providing a major thrust
to be made by the CDC and the FDA in developing standards for ILI wit diagnostic
product., These specifications can be included under FDA regulations according to
priorities established by that agency. When new standards are developed, centers,.
tration Will be centered on critical diagnostic materials in the disciplines of
clinical chemistry, hematology, and toxicology. The CDC will continue to expand
its voluntary premarket evaluation of copmercial diagnostic materials in order to
monitor the quality of such products until they are subject to formal product
class standards in FDA regulations.

Over 125,000 reference diagnostic specimens were processed during 1474.
These were received piimarity from State health departments and they represent the
most difficult diagnostic problems encountered. The number of reference diagnostic
tests performed continued to increase and for 1975 is expected to reach 130,000.
The increase was a result of newly developed procedures and of effotta to provide
new services, such as determining the etiology (rubella, cytomegaloviruses,
herpesvirus, and toxoplasmosis) of certain birth defects.

Major research investigations during 1974 were directed toward; (I) more
sensitive methods for the detection of drugs of abuse in urine, blood, and tissue;
(2) determination of the optimal conditions and ingredients in standard media for
the cultivation .1 gonococci in order to improve the quality of such commercially
prepared media; (3) development of serologic procedures for the diagnosis of
parasitic infections; (4) definition of the ecology of Lassa fever; (5) develop-
ment of laboratory procedures for typing variants of Australia antigen (hepatitis);
and (6) improvement of reagents for the prompt identification of new influence
viruses. Research will continue to be directed toward laboratory diagnostic
methodology which is rapid, reliable, sensitive, specific, and based'on sound
immunological principles.

During 1974, 1,025 clinical laboratories were evaluated by CDC or by the
CDC-approved College of American Pathologists program and State programs. The
laboratories were evaluated on the qualifications of personnel* the adequacy of
their internal quality control programs, and the adequacy of their performance
with proficiency testing specimens, in accordance with the standards of good
laboratory prettier. promulgated under the CLIA. Of these 1,025 laboratories,
900 qualified to accept interstate specimens. In addition, 1,435 nonprofit
clinical laboratories participated voluntarily in the proficiency testing program.

Analysis of results of proficiency testing demonstrated statistically
significant improvement in microbiology and clinical chemistry for those licensed
laboratories which had participated in the total evaluation program for two or
more years. Comparable volunteer laboratories did not show significant improve-
ment over the same time. in spite of significant general improvement, 20 to 40
percent of the participating laboratories performed poorly in several categories
of microbiology, with grades of less than 75. In the categories of clinical
chemistry, 10 to 20 percent performed poorly. This clearly indicates the need for
continued sharply focused remedial efforts to follow -up the evaluation process.

The 1913 funds restored in 1974 are being used for a national
conference on quality control in public health laboratories and for purchase
of bulk laboratory material for proficiency testing.

The net increase of $141,000 and 13 positions include.' an increase of $141,000
for annualication of pay raises to 1974 and an increase of $120,000 and 10 positions
to allow the Center to extend the application of the high standards of the CLIA to
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more of the Nation's clinical laboratories at a taster rate: by mots rapid
implementation of existing cooperative agreements with other Federal agencies,
Ortmoscily.tha Social Security Administration, the CLIk standards, including
odosite evaluation and proficiency testing, can be extended to approximately

laboratories to the SSA-Medicare program. This compares with the
approXisittely 1,400 laboratories not covered by the WA regulations. It is
extremely urgent that these standard, be applied as soon as possible to all
clinical laboratories. This prowl increase of 020.000 is offset by a
_corresponding built -in program decrease of 4120,000 for nonrecurring equipment
acquired in 1974.



1974 Increase or
Sass 1976 Decreese

Amount PILL. amount

Health Education 36 $1,736,000 36 $3,030,000 - 01,294,000

The Center for Disease Control will, in 1975, provide leadership and direction
of a national health education program aimed at preventing disease, disability,
premature death, and undesirable and unnecessary health events. The funds requested
are for the operating support of the Center's efforts to enhance the total effec-
tiveness of the wide range of separate federal programs having purposes related to'
health education. An important component of the program will be an effort to use
more effectOety, for health education purposes, the HEW Regional network,

Major ongoing health education efforts in federal and other publicly
supported programs will be identified. Coordination with health education
activities of other PHSi DREW, and outside agencieS Will*btaCCOMPlithed
the establishment of an active Intradepartmental Committee, chaired by the
Assistant Secretary for Health and staffed by the Center for Disease Control.
Collahnrative efforts among high priority health programs to accomplish health
education objectives, including cooperation with other federal and outside agencies
will be developed. Services to such programs will be provided, e.g., advice on
proposed initiatives, a mechanism for testing specific health education hypotheses,
putting people in touch with others doing similar activities, and attempting to
reduce duplications.

Priorities for health education activities will be developed and recommended.
Criteria for health education projects and proposals, taking Into account priority
health problems, target populations, and effective pathways for communications
such as mass media, school curricula, and community outreach programs will be
developed and promulgated.

High risk population groups for multiple diseases will be identified and
education programs aimed at the group rather than the diseases will be developed,
e.g., the high risk population group for lung cancer, hypertension, cervical
carcinoma,, and venereal disease in black women. Therefore, experimental programs
of delivering basic health education, as against health in:ormation, will be
developed for this population group.

Information will be disseminated about especially effective techniques,
strategies, approaches, and about methods that have proved ineffective. Techniques
of conveying health education in a variety of delivery systems will be demon-
strated, e.g., the effectiveness of specialized education conducted in Health
Maintenance Organisations.

The feasibility of forming a health education consortium outside the
government (private) wilt be explored and recommendations will be made on its
potential interests, activities, and resources to establish a non-governmental
National Center for Health Education. A developmental contract will be awarded
to aid in delineating the appropriate role of this Center.

The Center for Disease Control will: continuously monitor selected ongoing
programs; assess their relative effectiveness; establish pilot-demonstration health
education programs; encourage and assist broader application of demonstratediy



330

123

effective health education programs at the community level; develop standards,
criteria, methodology for improved evaluation of health education programsi and
develop a plan for systematic behavioral research pertinent to federal health
education priorities.

The Center will also serve as a clearinghouse/information center for
response to Or referral of health education inquiries and will conduct continuing
liaison with private sector health education activities.

Emphasis will be placed on the control aspects of the smoking and health
problem. Evaluation of prevention and control activities will be of major
interest, as well as smoking related behavioral research. Consultation will be
provided to national and local organisations engaged in anti-smoking activities
to control and resist the harmful effects of cigarettes. The priority efforts
of this program will be targeted toward having youths make the personal decision
not to take up cigarette smoking, increasing the rate at which women stop smoking,
helping adults who want to quit, and having those who continue to smoke do so
with less hazard..

The Center will act as the coordinator for Department activities relating
to smoking and health and will maintain liaison with other federal agencies and
with official and voluntary groups concerned with the problem. Consultation will
be provided to State and local interagency councils and to industrial and local
groups in developing coordinated community approaches to smoking control programs.
In addition, the annual report reviewing the medical and scientific evidence on
the health consequences of smoking will be submitted to Congress.

The FY 1973 funds restored in 1974 viii be used for chronic disease and
nutrition activities.

The increase of $1,294,000 includes $44,000 for a built -in increase for
annualitation of pay raises in 1974 and $1,250,000 for the first full year of
operation of the national health education Program.
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Occupational Health

1974
Bass 1975 ,

Increase or
Dec.eass

Pop. Amount Pos. Mount Poe. 'fount

Personnel compensation
and benefits 525 $8,916,000 565 $9,217,000 +40 +$301,000

Other expenses 20,213,000 16,631,000 --- -3,582,000

Total 525 29,129,000 565 25,848,000 +40 -3,281,000

Grants

1974 Increase or
ease 1975 Decrease

No. Amount No. , Amount No. Aunt

1. Non-competing
continuations 41 $1,798,000 55 $2,027,000 +14 +4229,000

2. New grants 12 454,000 6 225,000 -6 -229,000

Total 53 2,252,000 61 2,252,000 +8 ---

Research grants are used to complement the research effort of the National
Institute for Occupational Safety and Health. They provide research competencies
from qualified institutions in certain fields not available within the Institute.
In 1975, it is expected that 61 research grants in the amount of $2,252,000 will
be awarded.

In 1974, 44 research grants viii be awarded. In addition, 9 training grants
will be lot for the development of a viable'training curricula to support the
growing enrollment of students seeking profes4onal and.technical training in
occupational safety and health.

. _

The 1973 funds restored in 1974 in the amount of 41,512,000 will fund
research and training grants for the development of analytical procedures for
detection of carcinogens and to supplement criteria for standards development.

1974 Increase or
Base 1975 Decrease

Pos. Amount Pos. Amount Pos. Amount

Direct Operations 525 $26,877,000 565 423,596,000 +40 - $3,281,000

The National Institute for Occupational Safety and Health conducts research,
develops criteria for occupational safety and health standards, and provides
technical services to government, labor and industry. These functions are
designed to reduce the high economic and social costs of occupational illness and
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injury through the prevention and control of occupational diseases and hazards.
They are authorized under the Public Health Service Act as amended, Federal Coal
Mine Health and Safety Act of 1949, and Occupational Safety and Health Act of
1970, and are supported by direct operation funds.

Some of the Institute's specific objectives for 1975 includes

1. Completing criteria for the following 14 hazardous substances or
harmful physical agentss hexavatent chromium compounds, ammonia,
chloroform, nitrogen dioxide, sodium hydroxide, fluoride., methylene,
chloride, nitric acid, xylene, aniline, dioxane, eine oxide, and
fibrous glass; also, completing a work practice document for egress
from high structures;

.

2. Publishing the fifth annual list of Toxic Substances;

3. Conducting industrywide epidemiologic studies of the effects of
chronic or low level exposure to industrial materials, processes,
and stresses on the potential for illness, disease, or toss of
functional capacity in past and present workers in 10 industries;

4. Continuing the second round of medical examinations of the 90,000
underground coal miners in order to assure detection of physical
intpnirment due to unhealthful working environments in accordance
with the Federal Coal Hine Health and Safety Act;

S. Providing for an estimated 500 requests for autopsies of coal
workers for research purposes and for establishment of survivor
eligibility for Slack Lung Benefits;

6. Stimulating occupational health and safety programs in State and
local governments and in industry, and providing technical
assistance and information through field stations and regional
offices.

During 1974, the institute wills

I. Transmit to Department of Interior, for promulgation, regulations
for health standards governing asbestos, noise, and carbon
mnnntide in surface coal mines;

2. Test and certify more than 200 protective devices and samplers
for use by coal miners;

3. Complete development of criteria for occupational safety and
health standards covering carbon tetrachloride, arsenic, cadmium,
sulfur dioxide, sulfuric acid, silica, parathion, benzene,
nitric oxide, zinc chloride, cotton dust and fibrous glass;

4. Issue regulations governing the conduct of industrywide studies
and the testing and certification of personal protective devices;
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S. Complete the National Occupational Hazard Survey, a two-
year effort to develop basic descriptive information on the
working environment of all nonagricultural industries covered
by the Occupational Safety and Health Act;

6. Provide on-site technical assistance to more than 175 estab-
lishments;

7. Respond to more than 200 requests from employers or authorized
representatives of employees for determination of whether
substances normally found in place of employment have poten-
tially toxic effects;

8. Develop and demonstrate prototype in-plant occupational safety
and health programs;

9. Provide 1,300 man-weeks of training on a fee-for-service basis
to the avoidance or elimination -f unsafe and unhealthful
working conditions.

The 1973 funds restored in 1974 were used to fund research contracts for the
development of analytical procedures for detection of carcinogens and to supple-
ment criteria for standards development.

The decrease of $1,281,000 includes a built-in Increase of $301,000 for
ennualization of pay raises in 1974, and a program decrease of $3,582,000
resulting from nonrecurring program efforts in 1974 to expand the capacity of
clinical occupational respiratory disease service° available to coal miners.
These clinics are expected to become self-sufficient In 1975 through third-party
reimbursements and will require no further federal support.
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1974 Increase or

....--AWL ----- 1975
Z321. howl taa. Lama ii.Urit.

Other expellees ... "" --- $964,000 ... +$964,000

(Title III of the Public Health Service Act)

Funds for this activity remain available until expended. Unobligated
amounts were transferred from the Health P voices and Mental Health Adminis-
tration's Building and Facilities appropriation to this appropriation. Ho new
budget authority is requested.

In 1975, Node will be obligated for the repair and improvement of exiiting
facilities necessary to maintain acceptable standards. Miscellaneous projects
will include fire and safety improvements, alterations and additions to
mechanical systems, and replacement of roofs and floors.

The increase of $964,000 results from the transfer of the HSHHA Buildings
and Facilities appropriation.
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Program management

1`7
Base 1975

increase or
Decrease

Pos. Amount Poe. Amount Pos. Amount

Personnel compensation
and benefits

Other expenses

266 $5,438,000

1.106000

266 $5,142,000

4,477,000

-... -6296,000

+3071.000

Total 266 6,544,000 .266 9,619,000 +3,075,000

Subactivities:

Program direction

(Sections 301, 308,
311, 314(e), 315,
317, 318, 322(e),
325, 327, 328, 352,

174 4,161,000 174 7,319,000 --- +3,158,000

353, and 361 thru
369 of the Public
Health Service Act;
the Lead -based Paint
Poisoning Prevention
Act' the Federal
Coal Hine, Health sod
Safety Act of 1969;
and the Occupational
Safety and Health Act
of 1970.)

Regional offices 92 2,383,000 92 2,300,000 --- -83,000
Sections 311, 314(e),

317, and 318 of the
Public Health Serv-
ice Act; the Lead-
based Paint Poison-
ing Prevention Act;
the Federal Coal
Hine Health and --

Safety Act of 1969;
And the Occupational
Safety and Health
Act of 1970.)

Total 266 6,544,000 266 9,619,000 +3,075,000

Program Direction

The Center for Disease Control, through the direct utilization of these funds,
will provide the executive direction and resource management staff nee ssss ry for -.
Olanniox, directing and evaluating all program activities in 1975. The activities
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of the Center, being both national and international in scope, makes it Imperative
that high quality staff support be maintained. These funds will enable the Center
to fulfill its responsibility for proper stewardship of resources end to provide
"castanet and coordination to the Assistant Secretary for HosIth. The coat of
renting building space formerly budgeted by GSA will be funded from this activity
$n 1973.

Regional Offices

In 1935, the Center for Disease Control wi11 continue to provide direct fund
support and competent stetting to the ten Regional Offices. These offices will

-provide consultation, assistance, and services to State and lotsl health,agencies
with respect to Stoat supported program' for disease control, rodent control, and
prevention of had poisoning in children, and serve as the focal point for the
cavity of State plans and grants for the control of occupational diseases end
work injuries. The staff of the Regional Offices will also provide technicel
Supervision to field personnel working in nationwide surveillance programs on
venereal disease and diseases which can be controlled through immunization.

The net increase of $3,073,000 includes $3,472,000 for built-in increWs
such as annualiaation of pay raises in 1974 and payment of rental charges, and
program decreases of $397.000 due to annualization of savings from position
reduction and to completion in 1974 of the two-year National Occupational Hazard
Survey to develop basic descriptive information on the working environment of
nonagricultural industries covered under the Occupational Safety and Health Act.
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Center for Disease Control

Preventive Health Serviree

Program Purpose and Accomplishments

Activity: Disease

1974

Control (Title III of the Public Health Service Act).

197$
t Budget

estimate

EA.

2,657

Amount Authorization Pos. Amount

$100,520,000 Indefinite 2,671 $102,347,000

Pt:rooter: Preventing illness and maintaining scientific surveillance of disease*.

explanations The purpose is accomplished through project grants and a multi-
phasic direct operation program of investigations, research, and technical
assistance, concerned with detection and prevention of commuoicable and other
preventable diseases or conditions. These activities art focused directly on
the national goal of improvement of health care systems through emphasis on
'prevention rather than treatment.

Accomplishments in 1974: Mass gonorrhea screening of female populations resulted
in five million women receiving bacteriologic culture during 1974. Of these,
4.9 percent were positive and 90 percent of those found to be infected were
treated. As a result, women with asymptomatic gonorrhea, previously undetected
for long periods of time, are being identified and cured.

Case detection and surveillance activities of the syphilis control effort
tested an estimated 40 million persona for 'syphilis of whom 1,100,000 had
reactive test results and of whom over 66,000 were identified with syphilis.
Epidemiologic activities have resulted in prevention of 2,700 cases of syphilis.

During 1974, immunization efforts were directed toward identifying and
immunising the large numbers of preschool-age children inadequately immunized

_4440st_the vaccine,preventable di (5.1 mallow tor101167'4;.7"iiififfOrriam.
measles, 6.0 million for rubella, and 3 4 million for OPT).

A maintenance level of rat control was reached in 47 percent of the target
areas by the end of 1973. It is estimated that this percentage will be increased
to SO percent by the end of 1974..-

Since late in 1972, project grants have been avaided to communities to
screen children for undue lead absorption as disclosed by elevated blood lead
levels.

During 1974, the CDC provided national leadership and direction in the
coordination, management, and conduct of community immunization programs.
Leadership was provided in the Coordinition and conduct of a nationwide,
cooperative, education-motivational effort to reverse the trend of immunization
levels among preschool-age children against measles, rubella, polio, diphtheria,
pertussis, and tetanus.
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The shift from long-term sanatorium care for tuberculosis to general
hospitals and ambulatory care was promoted by the Center, and present statistics
reveal 8,000 beds used for 78 in specialized 78 units in 1973 compared with
10,700 in 19724

tr 1974, the Centet for Disease Control handled approximately 1,200 epi.
desk aid requests. The Center currently publishes 28 separate surveillance
reports that summarlse data collected from throughout the Nation. Tile Morbidity
and Mortality Weekly Report, published weekly by the Canter, he circulation
of approximately 30,000 and it the principal mechanism of providing surveillance
and epidemiologic data to the overall national health establishment. During the
past year, the PO4SitiC Disease Drug Service, in conjunction with the fors*
quarantine activities, provided dine for more than 2,000 patients with para-
sitic diseases; such as, Pneveoceetie_ ca/lnii pneumonia, African sleeping
sicksise, malaria, etc., many of which are life threatening. Over 125,000
laboratory reference diagnostic specimens were processed.

During 1974, 1,02$ clinical laboratories very evaluated by CDC or by the
CDC-approved College of American Pathologists, program and State program.. Of
these 1,025 laboratories, 900 qualified to accept interstate specimens. In
addition, 1,435 nonprofit clinical laboretories participated voluntarily in the
proficiency testing program.

More than 200 lots of laboratory reference and control materials were pro-
duced and distributed, and approximately 300 vials of soarer immune globulin
were produced to treat life threatening cases of chickenpox in immunologically
deficient children. Over 2,200 lots of commercially prepared diagnostic
Products were evaluated prior to marketing.

Objectives for 19751 to 1973 major emphasis will be placed on improving the
quality of the epidemiology being performed in order to achieve the more rapid
decrease in syphilis incidence, to broaden the gonorrhea screening net for
infected females, to discover asymtomatic" male at well as female gonorrhea cases,
and to emphasise patient involvement in the epidemiologic process.

In 197$ program efforts will be directed toward attacking rot problem. in
key urban areas where these rodents persist. it is estimated that a maintenance

----level-of control will be reached in.504ercent-OX the J14711Y. the end of

Screening surveillance of an increasing portion of the some 2.5 million
children now estimated to be at risk for lead-based paint poisoning will be
carried out. An improvad surveillance and program evaluation system will be
implemented, based on the experience of project areas during the first years of
the program and it is anticipated that approximately 300,000 children will be
totted by the end of 1975.

The objective of TB control in 1975 is to make control methods more effi-
cient end to insure the implementation of these methods in the health care
delivery system of the Nation. Disease surveillance and epidemiologic capability

4Wthe State, national and international level will be strengthened to improve
the control of disease and to prevent the importation of diseases, ouch as
smallpox end cholera, into the U. S. from other countries.
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Under the Clinical Laboratory improvement Act, the CDC will apply common
standards to all Ciro% and Medicare independent laboratories, thus bringing a
large segment of the Nation's clinical Laboratories under a single set of stand-
ard*. Laboratory training act vities viii focus on providing technical assist-
ance to Stets health departments in conducting their own training courees.
major thrust will be made in the development of standards for An vitro diagnostic
products to be regulated by the Food and Drug Administration,

The Center will continue to provide leadership and direction for a national
program to reduce death end disability due to smoking. The priority efforts pf
this program viii be targeted toward having youths make the personal decision not
to take up cigarette smoking, having women who smoke increase their rate of
cessation, helping adults who want to quit, and having those who continue to
smoke do so with less halliard.

In providing leadership and direction of a national health education program,
the Center viii develop and promulgate health education goels, objectives, and
priorities. The Center will seek to avoid unnecessary duplication and undesirable
competition among various federal categorical health education efforts, and insure,
wherever appropriate, that such program* work together. Standards or criteria for
more effective evaluation of health education activity will be developed. Effort
will be made to use sore effectively for health education purposes the HEW
regional network. The Center viii serve as the focal point or point of entry for
federal collaboration with the private sector in health education.
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Preventive Health Services

LfILLSILLLEPHAI-APALUSSatkilbBlial.

Activity; Occupational Health (PHS Act as amended, Federal Coal Mine Health
and Safety Act of 1969, and Occupational Safety and Health Act
of 1970)

1975
1974 Budget

Istimate
AmounlAuthorleation Ea. Amount

323 $29,129,000 Indefinite 565 $25,848,000

Purooliv This program is designed to reduce the costs of occupational illness
and injury through the prevention and control of occupational hazards and diseases.

Lapleatigg: Grants and direct operation funds are used to support research and
technical assistance programs aimed at helping government and industry to administer
occupational health programs, and to develop criteria for standards.

Ageomolishments_ in 19110 In 1974, regulations will be promulgated under the
Federal Coal Mine Health and Safety Act for health standards for surface coal
mines. Also, it is anticipated that 240 protective and monitoring devices will
be tested.

Under the Occupational Safety and Health Act (P.L, 91.590), twelva'documents
will be sent to the Department of Labor in 1914. The annual List of Toxic
Substances will contain 20,000 hazardous substances.

in 1974, regulations governing the conduct of industrywide studies and for
testing and certi*ication of personal protective devices will be published in the

-----,Federalliegister.-Tha National OCcupationat Hazard Survey Wi1l_be..temP4tA4A,.
site technical assistance will be provided to more than 175 establishments in 1914.-
Prototype in-plant occupational safety and health programs will be demonstrated in
TM :in 1914;-1-,5610-Meneki-Of difeCt-tralhinfirill be provided one tea -forte ^'servia basis.

Oblectivee for 1975i The four specific program priorities to be emphasized in
1915 ere; (1) to Wilte recommendations for 14 occupational health and safety
standards, and publishing a "List of Toxic Substances"; (2) to conduct research
and industrywide studies; (3) to develop health standards, to complete a preventive
examination program for 90,000 underground miners and to provide an estimated 500
autopsies of deceased coal miners; (4) to stimulate occupational health and safety
programs and to provide technical assistance and information.
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Center for Di Control

Preventive Health Services

Program Purooce and Accomplishments

Activitys Building and Facilities (Title III of the Public Health Service Act)

1915
1974 Budget

Estimate

Me Mount Authorization tat. Mani

--- $964,000

for construction, alterations, and repairs and improvements of
ItTlegs and facilities, including preparation of plans and specifications.

Exolanatione No new budget authority is requested for 1975. Prior year
available funds were transferred from the HSHHA Buildings and facilities
appropriation to this Appropriation.

Oblectives /ox 147$i Repair and improvement of existing facilities will
be accomplished as required to maintain acceptable standards.
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Proems Purpose and Accomplishment*,

Activity, Program Management (Title tit of the Public Health Service Act)

1975
1974 budget

Estimate&

Le. Amount Authorieation Pos. Amount

135

266 66,544,000 Indefinite 266 $9,619,000

?tapeless This activity provides top management, staff services, and Regional
Offices staff to assure the desired direction and development of the Preventive
Health Services programa' goals and objectives.

txplinetions Executive direction of the various programs is strengthened by
sophisticated planning and analysis in terms of mission accomplishment and
managerial effectiveness. The Regional Offices assist and serve State and local
'Melt% agencies and community groups in activities at the load level which are
a part of national coordinated preventive health programs.

Accomplishments in 1974s The necessary staffing was provided for planning,
directing, and evaluating all program activities. Management activities through-
out the Center were directed, coordinated, assessed, and assured consideration
of management implications in program decisions. The Regional Offices' staff
provided consultation, assistance and services to State and local health
agencies with respect to great supported programs for disease control, urban rat
control, and prevention of lead poisoning in children, and served as the focal
point for the review of State plans and grants for the control of occupational
disuse. and accidental wort in3uries.

Oblectives for 1975s Effective and efficient program direction, staff services,
and regional office support-for Preventive Health Services programs will be - ,
provided. The first full year's operation of the decentralized agency accounting
system will ita accomplished. Coe advisory services will be provided on all
Associated contracts and the Center will fulfill its increased responsibilities
within the DREW personnel system.

3320 0 V4 .17
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136

gevlosittont ReQuasted

19/5
Annaul

W11 Mat DIME
Vases* control,

P1104111 investigations,
surveillance control

Medical Officer GS -14 1 $23,088
Medical Officers GS -13 2 39,400
Mathematical Statistician CS-12 1 16,682
Mathematical Statistician CS-it 1 13,996
Statistical Assistant GS-09 3 34,842
Clerical Assistant GS-05 2 -Ilatt

10 143,396

Laboratory imorov_emlal

Supervisory Research Medical Officer GS-14 1 23,088
Supervisory Research Microbiologist GS -14 1 23,088
Medical Officer GS-14 1 23,088
Microbiologist GS-13 1 19,100
Research Microbiologist GS-13 1 19,700
Chemist CS-11 2 27,942
Medical Technologist GS-09 2 23,228
Administrative Clerk CS-115 1 7A9,k

10 167,578

9ccuoational health

Direct operations

Epidemiologist GS-15 1 26,898
Toxicologist CS-15 '1 26,898

. Scientist -4.- . ..-. . 1-;..::-.:.-:-.::;:-.*:;..-:- 'CSz14-------- V' --115,440----
Toxicologist
Medical Officer si.r:4...-.....:::::,-.:,-

Health Physist
Biological Scientist ..,
Medical Officer
Safety Engineer
Chemist
Safety Engineer
Technical Information Specialist
Technical Writer
Administrative Assistant
Secretary
Clerk-typist
Clerk-typist

CS-14 2 46,176

GS-14 1 23,088
CS -13 2 39,400
GS-I3 1 19,700
GS-13 1 19,700
GS-12 3 50,046
GS-11 .'2 27,992
GS-11 1 13,996
GS-09 1 11,614
GS-06 2 17,144
GS-05 2 15,388
GS-04 4 27,528
GS-03 2 12.256

33 539,440
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1, 3 7

stew Positions Requested continued

19 75

kadt

Commissioned Officers

SAW
Annual

Ulm

full erode

Biochemist 1 14,252

Bioengineer 1 14,252
Pathologist 1 19,259
Psychologist 1 19,259
Sanitary Engineer 14.251

fanlor,gssistant 'trade

5 81,274

Biochemist 1 12,438
Chemist 12,438L.

2 24,876

Total new positions, all activities. 60' 956.56e4



354

WEDNESDAY, APRIL 8, 1974,

ALCOHOL, DRUG ABUSE, AND MENTAL HEAT/rH
ADMINISTRATION

ALCOHOL, DAM) ABV8E5 AND MENTAL

WITNESSES

DR. ROGER 0. EOEBERO, INTERIM ADMINISTRATOR, ALCOHOL,
DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION

KARST 3, DESTEMAN, ACTING DEPUTY ADMIN/STRATOR, ALCOHOL,
DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION

JOSEPH R. LEONE, ACTING EXECUTIVE omen, ALCOHOL, DRUG
ABUSE, AND MENTAL HEALTH ADMINISTRATION

JOHN D. MAHONEY, ACTING DIRECTOR, DIVISION OF FINANCIAL
MANAGEMENT, AT.00HOL, DRUG ABUSE, AND MENTAL HEALTH
ADMINISTRATION

BERTRAM & BROWN, DIRECTOR, NATIONAL INSTITUTE OF
MENTAL HEALTH

DR. THOMAS P. A. PLAUT, COUNSELOR TO THE DIRECTOR, NATIONAL
INSTITUTE OF MENTAL HEALTH

DR. FRANCIS N. WALDROP, DIRECTOR, DIVISION OF MANPOWER
AND TRAINING PROGRAMS, NATIONAL INSTITUTE OF MENTAL
HEALTH

DR, MORRIS B. CII.AFETZ, DIRECTOR, NATIONAL INSTITUTE ON AL.
COKOL AM1SE ANDkeimmatind

KENNETH L. EATON, DEPUTY DIRECTOR, NATIONAL INSTITUTE ON
ALCOHOL ABUSE AND ALCOHOLISM

MARTIN 'K. TRUSTY, EXECUTIVE OFFICER, NATIONAL INSTITUTE
ON ALCOHOL ABUSE AND ALCOHOLISM

DR, ROBERT L. DuPONT, DIRECTOR, NATIONAL INSTITUTE ON DRUG
ABUSE

DR. JOHN 0. SCANLON, ACTING DEPUTY DIRECTOR, NATIONAL IN.
STITUTE ON DRUG ABUSE

30/IN IC PROCTOR, EXECUTIVE OFFICER, NATIONAL INSTITUTE ON
DRUG ABUSE

CHARLES MILLER, DEPUTY ASSISTANT SECRETARY, BUDGET



°bled Claulkation (in thousinds01 dollars)

identification code 09-3i361-0-1-650 1073 setoal 1074 est. 1976 eat.

Direct obligations:
Personnel comperuatIon:

11.1 Permanent positions
11.3 Positions other than permanent
11.5 Wet wools:tr.! compensation

Total pommel compensation
12.1 Persormel boats: Civilian
21.0 Travel and tranvqtation of pt rsons
22.0 Transportation of Wogs
23,0 Rent, conununications, and utilities
24.0 Printing rind reproduction
25.0 Other savices
26.0 Supi>lies and materials
31.0 Equipment
41.0 Grants. subsidies, and contributions

Tot ol provam costs. funded
94.0 Change la selected resources

Total direct obligations
Reimbursable obligations:

25.0 Other scrykes

99.0 Total obligations

31, 292
2, 798

660

33.082
Z 773

617

27, 038
2, 616

$31

34, 750
3,618
2, 338

234
2, 344

977
53.465
2,148
1, 532

417,134

36,122
3,76
2.528

203
2, 423
1,111

93.011
2,203
2002,

826,381

30.205
3,013
2, 381

185
4,646
1,070

89,429
1,843
1,869

557.721

518.540
128.042

969.916 692,361

646.382

1,218

969,916

140

692,362

647, 800 970.056 692,362

Personnel Summary

Total number of permanent positions
of other Puitions

Average employment
Average grade
Average CS salarY

2, 213
352

2,405
7.4

$14,636

1.453
343

2.177 ,

7.7
$16,834

1,512
334

1,795
10.2

$18,374
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harm and Financing (in thousands of dollars)

[dotal! 'cation outs09-34- 13614-1.650 103 actual 1074 sit. 105 at.

Pr pirant by activities:
Direct program:

1. General mental health:Gat)

IromettiReseuch.
71,492
56, 272

re;

{13 ceen'sservis..

tYtruct"rtrottamill

127, 712
15,005

5, 160

(d) Management and intorma-
tion

Subtotal

2. abuse:

taininguni6

(I) Project pants and
contracts

(2) Grants to Statet
(d) Management and Informs

tiled

84, 468
128, x21 65,101

155, 172.05i
34

19,000 26,844

19, 323 13.398 16.733

294,964 469,636 365, 219

24,671 34.056 34,000
9, 506 15,138 9, 969

101, 286 1925, .649

12,311 1000

9,152 15,899

272, 742Subtotal

2. Alcoholism:

Crardnt
e Community programs:

(1) Project grants and

(2) Grants to States
(d) Mana

tion
gement and informa

156, 926

6.025
4,229

18,993
20, 397

8,109

Subtotal

4. Buildings and facilities

S. Program direction

Total direct program.

Reim sable program:
1. al mental health:

(a) Research
(d) Mana

tion
gement and informa-

Subtotal

2. Drug abuse: (a) Research

57, 753

8, 897

518, 540

55

114

169

157

122,000
35.000

15.646

216,615
Il=a7t0a1=1

13.189 10,405
12,224 1,947

106.265 32.051
75,606 45.600

11,107 9,863

218, 385 99.866

200

9,153 10, 462

969,916 692, 362

140



3. Alcoholism:
(e) Community progr ams :

I. ProPict pant* and

Ion

contract.,
(d) Management and Worms

Subtotal

Total, relmbursaWe
program

Total
nded

program cots
fu I

Change In selected resources (unde-
livered orders)

10 Total obligations
Anaschigt

Recei* and reinilmirsementa hom:
11 Federal funds
14 Nat - Federal sources
21 Unobligated balance available, start of

22 doerligated balance transferred from

23 Migrated balance transferred to

24 Al:ottlipe'r battance available, end of
eas

25 Unyobligated Wino !eyeing
Unottgated balance restored

Budget authority

100

792

e92
1117.111=10.171113111

140

970, 056

410.111

1.01114,11101:411

692, 362

1. 218
illecenSola aao

519, 7:41

128, 062

647.800

1.211

25.609

699

31,879
150. 191

970.056

140

31,879

6.627

6,427

200
2.921

147.909

692, 362

643, 742 793, 043 Ms 141

Budget authority;

4° Art% horn obligation and n-
41 TraLtnertrteoTtriberficalc-c4owuli192)

41 Apprepriation (adjusted). .... .
45 Proposed transfer fee pay raises.

803, 823

81

815, 973

-.164

692.162

843,742
84413,16

, 244 02,112

Relation of obligations to outlays:
71 Obligations incurred, net
72 Obligated balance, start of year

Obligated balance transferred, net.
74 Obligated balance, end of year
77 Adrusunents In expired accounts

90 Outlays

646.582
590, 069

66716 061

969,916
667,N

1.003.111

692,362
1,003,1611

73

--916, 006

566,984 637, 351 778, 406

Isclu4ss capital outlay as follows: 1973, 81.932 thousaadi 1974. $3.002 thou-
lead; 197$, 61,969 thousand.

NOTES
Excludes $610 thousand Is 191$ for activities trans/stud to (is thoissaads ofdolleva)t

IfliMSC' of Moistest Sectetsty.
Ogee of Secretary. HEW

Conover his alsounte is 1973 ($6
included a y

lacludes 3/6 thousand Is 1973
thooshode o ollats)s

Health -- ..........
19 thousand) and 19J4 ($610 thousama) art

lot activities previously imaged item (Is

Doactmental Maas .mat
Qsee of Itte Aisistset Secretary. Health
FDA Ni 11RA, .14SA,..0C, and OASH
Buildings and )i3MHA

1873 18U
3

133
111

4,'31 S,
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Mr. nom. The committee will come to order.
Now we have the Alcohol, Drug Abuse, and Mental Health Admin-

istration. The presentation will be made by Dr. Roger O. Egeborg,
the interim Administrator.

We have a biographical sketch of you, Dr. Egeberg, we will place in
the record at this point.

[The biographical sketch follows

BIOORAMICAL Sxrrot or ROOER 0, Emma°, M.D.

Position: Special Consultant to the President on Health Affairs, Special As-
Distant to the Secretary for Health Policy.

Birth Place and date Chicago, Ill., November 13,1003.
Education: Cornell University, Ithaca, N.Y., Bachelor of Arts 19261 North-

western University School of Medicine, Chicago, Ill., doctor of medicine 1020; In-
tern, Chicago Wesley Memorlak Hospital, 1928.19291 Resident, Internal Medi-
cine, Passavant Memorial Hospital, Chicago, III., 1929-00; Resident, Internal
Medicine, University of Michigan Hospital, Ann Arbor, Mich., 1930-32,

Experince; Special Consultant to the President on Health Affairs, July 1971
to present; Special Assistant to the Secretary for Health Policy, V.S. Depart.
meat of Health, Education, and Welfare, July 1071 to present ; Assistant Sec-
retary for Health and Scientific Affairs, U.S. Department of Health, Education.
and Welfare, 1900-71; Dean, University of Southern California School of Medi-
cine, Los Angeles, Calif., 1964-00; Medical Director, Department of Charities.
Los Angeles County, Los Angeles, Calif., 1059-84; Professor of Medicine, Uni-
versity of Southern California, Los Angeles, Calif., 105040; Medical Director,
LOs Angeles County General Hospital, Los Angeles, Calif., 1958-60; Clinical
ProfessOr, College of Medicial Evangelists (now Loma Linda University), Loma
Linda, Calif., 1968-84; Chief of the Medical Service and Clinical Director of
the Veterans' Administration's Wadsworth General Medical and. Surgical Hos-
pital Los Angeles, Calif., 1946-66; Clinical Instructor and Assistant Clinical
Professor, Western Reserve University School of Medicine, Cleveland, Ohio,
1932 -42; Private practice, Internal Medicine, Cleveland, Ohio, 1032-42.

Military Service; Major to colonel, Medical Corps, U.S. Arms', 1942-46;
personal physician and ald-de-camp to General of the Army DOUglaS MacArthur,
1944-45; Decorated with Bronze Star, legion of Merit, and St. Olaf's Medal(Norway).

Professional Organisations: Diplomat, American Board of Internal Medicine;
Fellow, American College of Physicians; Member: Los Angeles, Counly, Calif.
and American Medical Associations. American Clinical and Climatological As-
sociation, Los Angeles Academy of Medicine, Pacific Interurban Clinical Club,
California Society of Internal Medicine, Alpha Omega Alpha, Phi Kappa Phi.

Committees Commissions: Chairman, California Governor's Committee for
the Study of Medical Aid and Health, 1969-60; Member, President's Ad Hoe
Panel on Drug Abuse, 1062; Member, President's Advisory Commission on Nar-
cotic and Drug Abuse, 1963; Member, California State Board of Public Health,
1901-68; President, 1968-68; Chairman, California Committee on Regional Medi-
cal Programs; Chairman, Los Angeles County Medical Reorganization Planning
Committee; Member, National. Cancer Advisory Council, 1964-68; Member, Spe-
cial Medical Advisory Group to the Veterans' Administration, 1066-69; Chair-
MRS, 1068-09; Project Director, Office of Economic Opportunity, Neighborhood
Comprehensive Health Care Clinic, Los Angeles, Calif., 1085-69.

CURRICVIAllt VITAEMORRIS EDWARD CITAFETz, DOCTOR OF MEDICINE

Birthplace and date: Worcester, Mass., April 20,1924.
Marital status: Married, three children. _

Education: Tufts College, Somerville, Mass., Bachelor of Science 1944; Tufts
Medleal School, Boston, Mass., Doctor of Medicine 1945; Intern, U.S. Marine
hospital, Detroit, Mich., 1948-49; Resident Psychiatrist, State Hospital, Howard,
12.I.,1949 -51.

Board certification: Diplomate, American Board of Psychiatry, and Neurology.
Professional training and appointments: 1951-52, fellow in neurophysiology,
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Institut° Nacional de Oar& logitt, Mexico, DP; 1962, ksychlatrist, U.S. Coast
Guard, Cape May, N.J., 1052 -54, clinical and research fellow in psychlatryi
Maasachusetts General Hospitalli 1063 -64, research fellow in psychiatry, liar-
yard Medical School; 1054-67, assistant in psychiatry, Harvard Medital School;
1064-56, clinleal assistant in psychiatry, Massachusetts General Hospital; 1966-
57, assistant in psychiatry, Massachusetts General Hospital; 1057481 assistant
payehiatrist, Massachusett General Iropital; 1967-81, instructor in josyehlatry,
Hatvard Medical &hoot ; 1967 -68, director, alcohol clinic, Massachusetts General
Hospital ; 1951844, associate psychiatrist, Massachusetts General Hospital! 1958-
% consulting PaY0Watrists Massachusetts Eye and Ear Infirmary; 1M-64,
special consultant to National Institute of Mental Health; 1981-64, clinical
associate In psychiatey, Harvard Medical School; 1o61-04. w director, sent()
psychiatric services, Massachusetts General Hospital; 1970, research con-
sultant, Memorial Hospital, North Conway, 1064 -88, assistant clinical Pm"
fessor in psychiatry, Harvard Medical School; 1964-70, pilehiatriet,. Massa-
chusetts General Hospital; 1008-70, associate clinical professor of psychiatry,
Harvard Medical School; 1068-70, director, clinical psychiatric services, Massa-
chusetts General Hospital, 1070-71, acting director diviaion of alcohol abuse and
alcoholism, National Institute of Mental Health; 1071 to present, director, Na-
tional Institute on Alcohol Abuse and Alcoholism, National Institute of Mental
Health.

Membershipe ; American Psychiatric Association: Committee on Therapy,
1984, Task Force on Aleoholism and Drug Abuse, 1988-70, ckairmani Task
Porte an Alcoholism, 1970-72; American Orthopsychlatrie Asseciation; Ameri-
can Medical Assoolation Committee on Alcoholism and Drug Dependence 1965-
72; American Hospital Association; Advisory Committee on Mental Health
Care Institutiona and Service, 1988-70; Advisory Committee on Hospital Care
of the Alcoholic, 1909-70; American Association for the Advancement of eci_
enee; Governor's Advisory Council on Mental Health, Massachusetts, 190440;
Group for the Advancement of Psychiatry Mental Health &Mete Conaralilet
1903 to present ; 1111.111 Ad Hoc Review Board on itesearch in Alcoholism, 1968-
61 ; Subcommittee on Alcoholism, Massachusetts Mental Health ,Planning
Project, 1963; Secretary of Health, Education, and Welfare Planning Committee
on Alcoholism Programa, 1963; Sigma Xl tonsultant, Student AsaOciation for
the Study of Hallucinogens, 1968-10; Advisor: Committee on Alcoholism of
the Attorney General's Office of Massachusetts, 1969-70; Corresponding mem
ber of the Institute for Study and Prevention of Alcoholism in Zagreb, 1071 to
present; consultant, Pan American Health Organir.atIon, 1972 to present.

Editorial appoin,ments: Medical Insight, Editorial Advisory Board; Mental
Health Digest, Editorial Advisory Board; Psychiatric Opinion, Editorial Board;
Journal of Nervous and Mental Disease, guest editor ; Evaluation, Editorial
Review Board.

HOnors and other special scientific recognition: Maudsley Bequest Lecturer,
University of Edinburgh, Edinburgh, Scotland, 1989; Moses Greeley Parker Lec-
turer, 1909; Louis and Amelia Block Lecturer, Mount Zion Hospital and Medical
()enter, San Francisco, Calit,, 1969; International Film and TV Festival of New
York Gold Medal, 1972,

BIOORAPHIO SKETCH OP THOMAS F. A. PLAUT

Education : B.A., 1949, Swarthmore College; Pb. D. (clinical psychology ), 1956,
Harvard, Department of Social Relations; M.P,H., 1957, Harvard School of
Public Health.

Professional experience; 1056-61, staff of the community mental health Pro.
gram, Harvard School of Public Health; 1961-62, director of the Alcoholism
program, Massachusetts Department of Public Health ; 1962-67, research asao-
elate (Cooperative Commission on the Study of Alcoholism), Institute for the
Study of Human Problems, Stanford Univertity, California; 1987-60 Assistant

--- Chief, National Center for Prevention and Control of Alcoholism,- National-Insti---- --
tote of Mental Health, U.S. Department of Health, Education, and Welfare;
1969-71, Director, Division of Manpower and Training Programs, National Insti-
tute of Mental Health, U.S. Department of Health, Education, and Welfare;
107142, Aesociate Director for Program Coordination, National Institute of
Mental Health, U.S. Department of Health, Education, and Welfare; 1972 to
present, Counselor to the Director, National Institute of Mental Health, U.S. De-
partment of Health, Education, and Welfare.
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Publications (with Bert Kaplan) : "Personality In a Communal Society: An
Analysis of the Mental Health of the Hutterite," University of Kansas Press,
Social Science Studies, 1050, Lawrence, Kans.; "Alcohol Problems: A Report to
the Nation by the Cooperative Commission on the Study of Alcoholism," Oxford
University Press, 1007, New York City; (with (ilasscote, R. et al,) : "The Treat-
ment of Alcoholism: A Study of Programs and Problems," Joint Inforination
Service of the American Psychiatric Association and the National Association
for Mental Health, Washington, I).C, 1067; three dozen papers in various pro-
fessional and scientific journals.

Other information: Lecturer in behavioral sciences, Johns Hopkins School of
Hygiene and Public Health (1007 to present) ; nonresident lecturer, department
of Health Development, University of Michigan School of Public Health (1070
to preeent) ; associate editor, Journal of Health and Social Behavior UM to
present) ; consulting editor, Community Mental Health. Journal (1007 to present),

CURRICULUM VITAXIRARERT I. DuPoNT, M.D.

Date of Birth : March 251030 (Toledo, Ohio).
Current full-time positions: Director, Special Action Office for Drug Abuse

Prevention, Executive Office of the. President; Director, National Institute for
Drug Abuse, DePartment of Health, Education, and Welfare.

Education; Juno 1064, Graduated from East Denver High School; June 1958,
B.A., Kmory University, Atlanta, Ga., June 1003, Harvard Medical School,
Roston, Masa

Postgradtiate training: 1003-04, Medieal Intern, Cleveland Metropolitan Gen-
eral HoSpItal, Western Reserve Medical School, Cleveland, Ohio ;' 100440,
Psychiattie Resident and Teaching, Fellow In Psychiatry, Massachusetts Men-
tal Health. Center, Harvard Medical School, Boston, Mass.: 1000-68, Clinical
Associate, laboratory of Clinical Sciences, National Institute of Mental Health,
Bethesditd.

Brief chronology of employment: 1050 (2 months), Bpidemioloyo 'Trainee,
California Department of Public Hea1th, Berkeley, Calif ; .1901 (3 months),
Research Aastatant, Tubereulosis IAboratoty, Communicable Disease Center,
Atlanta, Oa.; 1904-05, Psychiatrist, WashingtOn Hospital ; jamalca Plains, Mass.
(patt-ttme Poei(ion) ; 1065-60, Senior Psychiatrist, MassachUsetta DePart t
of Corrections, Norfolk Prison, Norfolk Mat* (part -time Position) I 1068-
Research Psychiatrist and Acting Associate Director for Community Services,
District of Columbia Department of Corrections, Washington, D.0.1 1070-78,
Administrator, Narcotics Treatment Administration, Department of Human
sources, GovernmentGovernment of the District of Columbia, Washington, D.O.

Cionsultantships and board memberships: 1001-68, Consultant on Research
and Development, District of Columbia Department of Corrections, 1Vashington,

1003-11, Consultant, Child Research Branch, Natioriiii Institute of Men-
tai Health, Bethesda, Md.; 1071 -72, Conaultant, American Bar Assocl Mon,
Special Committee on Crime Prevention and Control, Washington, D.(1; 1071-
72, Member, The Armed Forces Xpiderniologleal Board, Committee cm. Drug
A.buse, Washington, ; 1071-73, Consultant to the Food and Drug Admin..
tration, Bureau of Drugs, Rockville, Md.; 1071-73 Member, Board of Directors,
Center for Correctional Justice, Washington, D.C.; 1971-78, Consultant to the
Spettat Action Office for Drug Abuse Prevention, The White House, Washing-
ton, D.C.; 197143, Consultant, Veterans Administration, Washington, D..04
1072-73, Member, National Advisory Council on Drug Abuse Prevention, A
Presidental Appointment, Washington, D.c.; 1072-73, Member, Dflig Abuse
Task Force, National Advisory Commission on Criminal Justice Standards and
Goats, Department of Justice, Washington, D.(1 ; 1072 to Present, Member, Wash-
Ington junior League Advisory CommIttee, Washington, D.O.; 1072 to present,

-Member, Board of -Directors,- Washington Society for the Performing -Arts.-
'Honors: 1071-72 Melvin C. Hazen Award to the Outstanding Young Man in the

District of Columbia Government (presented by the Downtown Jaycees) ; 1073 to
present, Meritorious Service Award, District of Columbia Government.

Military service: 1066-03, Surgeon (Major), tl.S. Public Health Service, Na-
tional Institute of Mental Health, Bethesda, Md.

Societies: District of Columbia Medical Society, Washington Psychiatric So-
ciety, Washington Area Council on Alcoholism and Drug Abuse, American Psy-
chiatric As.sociation, American Correctional Association, National Council on
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Crime and Delinquency, Medical Corrective Association, American Academy of
Psychiatry and Law, American Public Health Association,

'Medical license; District of Columbia, Maryland, Massachusetts, California.
Certification ; Certified in peychlatry by the Amerlean Board of Psychiatry and

Nu rolopy, 1070.
Faculty appointments: 1904-88, Teaching Fellow in Psychiatry, Harvard Medi-

cal School; 1970-72, Assistant Clinical Professor of Psychiatry, George Washing-
ton University Medical School ; 197'2 to present, Associate 'Clinical Professor of
Psychiatry, George Washington Medical School.

.1=11
CURRICULUM VITAS-BINITSAlt S. BROWN, M.D., DMEOTOS, NATIONAL INSTITUTE Or

MENTAL HEALTH, ASSISTANT SURGEON OENESAL, U.S, PUSLIA IIEALTU SERVICE

Date and place of birth; Brooklyn, New York, January 28, 1031.
'Marital status : Married 1062, four children.
Education ; June 1962, BA., Brooklyn College; June 1966,11 D,, Cornell Univer-

sity Medical College ; Juno 1060, M.P.H., Harvard University School of Public
Health.

Postgraduate training; July 1966-June 1967, Intern, Yale University School
of Medicine, Department of Pediatrics ; June 1967-June 1960, Resident and teach-
ing fellow (psychiatry) Harvard Medical School (Boston Psychopathic Hos-
pital), Massachusetts Mental Health Center.

Certification Diplomate, American Board of Psychiatry and Neurology, 1963.
Employment : July 1968 - November 1959, Senior psychiatrist, division of legal

medicine, Commonwealth of. Massachusetts ; Director of Psychiatry, Norfolk
Prison Colony ; April 1060 to present, U.S. Public Health Service, National In-
stitute of Mental Health; April 1, 1960-July 4, 1961, Staff psychiatrist, Mental
Health &tidy. Center; July 6 1961-October 14, 1903, Speeial assistant for pro-
gram, extramural programs October 16, 1063-March 22, 1964, Special Assistant
for program, Office of the Director; March 23, 1064-June 6, 1966, Chief, Commu
nity Mental Health Facilities Branch ; June 9, 1966-December 31,1066, Associate
Director for Mental Health Service programs; January 1, 1067-June 2, 1970
Deputy Director, National Institute of Mental Health ; June 3, 1070 to present,
Director National Institute of Mental Health ; October 1061-October 1062, Staff
Director, President's Panel on Mental Retardation. (See: Report to the President,
"A Proposed Program for National Action To Combat Mental. Retardation,"
PPMR, GPO, Washington, D.C., October 1062; December 1962-July 10(12, Deputy,
Special Assistant to the President for Mental Retardation. The White House; No-
vember 1070-September 1072, Special Assistant to the SeCretary of HEW for
Drug Abuse Prevention ; November 1071-July 1978, Deputy Administrator for
Mental Health, Health Services and Mental Health Administration, HEW.

Special missions: September 1972, Headed National Institute of Mental Health
delegation to the Soviet Union; May 1978, Headed National Institute of Mental
Health delegation to Japan for U.S.-Japan mental health mission;
.Consultant (White House) : June 1961 to present. President's Committee on

Employment of the Handicapped; July 1063-July 1066, Office of the Special Assist-
ant to the President for Mental Retardation; July 1966-July 1967, President's
Commission on the Administration of Law Enforcement and Justice; April 1068-
November 1969, President's Commission on the Causes and Prerention of Vio-
lence; January 1070-lune IOW, Executive Secretary, the President's Task Force
on the Mentally Handicapped.

Consultant (partial listing) ; October 1959 -April 1960esearch Consultant,
BCambridge Services for Retarded Children, Children's Bureau Demonstration

project, Cambridge Health Department, Mass.; 196441, Outdoor Resources Rec.
reatton Review Cotnraission, Washington, D.C.; 1962 to present, Technical Ad-
vibory Board, Maurice Valk Medical Foundation, Pittsburgh, Pa.; April 1 to
Veciliftt, Teak Force to develop policy recommendations on health aspects,of melt
nutrition, United States Public Health Service; June 1069 to present, U.S. Com-
mittee on the International Congress on Social Welfare; 1970 to present, Mon
Vonndation National Advisory Connell.

Aeademic teaching appointments : July 1968 -June 1060, Field Work Supervisor
Department of Social Relations, Harvard University; 1968 an 1!. Faculty,

University Institute on "Rehabilitation of the Emotionallyillin !capped' ;
January 1062-72, Associate Clinical Professor of Psychiatry, George Washington
University Medical School ; January 1071 to present, Clinical Professor of Pay-



chlatry and Behavioral Sciences, George Washington University Medical School;
January 1966 to present, Senior Fatuity, Washington School ot Psychiatry.

Editorial boards: April 1971 to present, Editorial Board, Journal or Autlorn and
Childhood Schizophrenia ; July 1970 to present, Chairman, Editorial Board, Men-
tal Health Digest; July 1970 to present, PAitorial Board, Medical Insight.

Military service: U.S. Air Force, May 1967 to March 1060; first lieutenant (in-active Hoene).
Honors and awards: Phi Beta Kappa (Brooklyn College), Alpha Omega Alpha

(Cornell), Delta Omega (Harvard) ; Commendation Medal, U.S. NMI* Health
Service Contimsaioned Corps, January 1067; Arthur S. Flemming Award, Fehrti.
ary 1960; Maryland Mental Health Citizens Award, May 19W; holder ClubAward, June 1972; Meritorious Service Medal, U.S. Public Health Settles,June 1978.

Professional societies : American Board of Psychiatry and Neurology (Diplo-mate), American Psychiatric Association (Fellow), American Public Health As-eociation (Fellow), American Orthopsyehlatric Association (Fellow), 00l111C11on National and International Affairs (Fellow), American College of Psychia-trists (Fellow), American Sociological Association, American Association on
Mental Deficiency, American Medical Association.

INTRODUCTION OF WITNESSES

Mr. noon. Do you have anybody with you that you want us to
know I

Dr. RZIEBERO. Yes; I would like to introduce several of the people
with me.

On my right is Mr. Karst Besternan, Acting Deputy Administrator
of the Alcohol, Drug Abuse, and 1.kfental Health Administration, and
on my loft is Mr. Joseph Leone, Acting txecutive Officer.

Behind me are the three Institute Directors, Dr. Morris Chafetz, the
Dinctor of the National Institute of. Alcoholism and Alcohol Abuse,
and Dr. Robert DuPont, Director of the National Institute of Drug
Abuse, and Dr. Torn Plant, acting in place of Dr. Bertram Brown for
the first hour. 1)r. Brown had to appear hi hearings before Senator
Pastore about violence on television. He had a longstanding request,
and he was promised he could get here by 11. In the meantime Dr.
Plant, Counselor to the Director, will handle any questions on the Na-
tional Institute of Mental Health.

I think as they speak the directors may want to introduce other
individuals.

Mr. FLOOD. Of course you know the practice here. This is your first
appearance in this theater. You haven't been here during are recent
hearings but we hope to maintain the intimacy of our relationship in
the old room in the Capitol. Don't let this arm-length business confuse
you anyway. It hasn't anybody else so far. If any of these people wish
to volunteer or if you want to call on anybody, you do that.

I see you have a prepared statement. How Ao you want, to handlethis?
Dr. tonna. Would you like me to read it, sir?
Mr. FLOOD. It is your show.
Dr. FA EBERC.' I think I would. I think it sets the stage.

OPENINO STATEMENT

Mr. Chairman and members of the committee, it is a pleasure for me
to have the opportunity to appear before you to speak about the pro-
grams of the Alcohol, Drug Abuse, and Mental Health Administra-
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tion, the newest agency in the Public, Health Service. I have with me
today the directors of the three Institutes of ADAMITA.

REORGANIZATION

The Alcohol, Drug Abuse, and Mental Health Administration was
created frOM programs which previously were a part of the national
Institute of Mental Health. Reorganization of these components into
a triInstitute A41111111101.6(1011 was designed to give each prograM
alcoholism, drug abuse, and mental health --the opportunity to
stand on its own feet, dominated by its own needs and not by any
other program, and with responsibility for its own resources and
accomplishments.

In keeping with the heightened importance of alcoholism and drug
abuse in our countryand today both have an intolerable impact-
the organizational pattern of the agency provides greater access to .

planning and deciaionmaking at all levels that influence activities and
affect progress in these areas. At the same time the new organization
maintains the close ties that should exist 'between alcoholism, drug
abuse, and mental health programs.

Inroads already made on alcohol problems, drug abuse, and mental
illness are extremely gratifying, and the promise of further advance-
ments in the foreseeable future is genuine. Nevertheless, the scope of
these problems facing us today remains enormous and 'calls for our
&maimed dedication and effort.

maxi .lisps}:

While we have witnessed hopeful indicators that the rapid escalation
in heroin abuse that began in the middle 1960's may be slackening,
heroin addiction persists as a major, problem affecting several hundred
thousand persons. Even more worrisome to many persons involved in
preventing and controlling the misuse of drugs is the growing phenom-
enon of polydrug abuse.

ALCOHOL ABUSE AND ALCOHOLISM

Alcohol abuse and alcoholism cause suffering and destruction to
individuals, wreak havoc on families, and waste vast financial and
human resources. As many as 9 million Americans are problem drink-
ers or alcoholic persons. Each affects adversely an average of 4 others,
adding some 36 million victims.

MENTAL ILLNESS

The major mental illnesses continue to strike the young and old
alike. In 1972 there were still 13ap00 patients with chronic schizo-
phrenia in our public mental hospitals. Estimates of the prevalence of
the depressive illnesses point to a rate of about 3 percent-6 million
peoplein the United States. ...-

The mental health of children remains a serious and especially
poignant problem. Over 40,000 children under the age of 20 are in
public mental hospitals. Childhood schizophrenia remains an enigma.
Each year, more than 1 million 13- and 14-year-olds run away from



home. One in every six mule youths, it is estimated, will be referred
to a juvenile court, before his 18th birthday, Close to 26 percent, of
all arrests for serious crimes involve persons under age 15; 0080 to
60 percent involve persons under 18.

An estimated 10 to 25 pereent of the aged living in the community
have some degree of mental impairment and need help.

To deal successfully with this broad spectrum of human Problems, I
am pleased to report that the agency has underway a wide range of
research to uncover new knowledge, ana has supported treatment And
training programs to make urgently needed services available.

For purposes of organization and clarity, I would like to briefly
describe our progress and plans separately by Institute. It goes without,
saying that interrelationships and cooperative endeavors abound
among the programs of the three Institutes.

TREATMENT axn rREVENTION Or ALCOHOLISM

Advances in the treatment and prevention of alcoholismand
equally so with respect to drug abuse and mental illness--depend on
a continuing flow of new information from research and demonstrat
tion projects. The. National Institute on Alcoholism in the current
fiscal year is supporting more than 100 research investigations ranging
from studies of the etiology of liver cirrhosis and other alcohol-related
disease, to careful exanunation of the withdrawal syndrome and its
treatment..

In one Institute-supported research project, the investigators have
shown that children of alcoholic parents have a higher incidence of
adult alcoholism than do children with nonalcoholic parents. Evidence
of this predisposition is presently limited to boys, but girls are now
being studied. This project offers us an excellent opportunity to gather
data on the relative contribution of genetic and environmental factors
in alcoholism.

A most valuable recent finding from alcohol research is that cirr-
hosis and other liver damage results directly from the toxic effects of
alcohol. When I was teaching we used to think it was due to the ab-
sence of food, that people would drink so much they wouldn't eat, and
failed to get their vitamins, minerals, and proteins. Now it looks as
if it is the direct toxic effect of alcohol.

Mr, F/A)00. You don't believe in the two martinis and hors d'oeuvres
for appetizers?

Dr. &MEWL It is very important to take the appetizers.

commUNITY BASED ALCOHOL SERVICES

The chief immediate goal of the Alcohol Institute has been.and
remains to make the best possible treatment and rehabilitation services
available at the community level. Almost 700 community programs
will have received Institute support by the end of fiscal year 1974.
Federal assistance has demonstrated the feasibility and effectiveness of
community-based alcoholism services and we are liming to promising
new initiatives.

During fiscal year 1976. we propose to place a major focus on sup-
port for the implementation in the States of the "Uniform Alcohol-
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Ism and Intoxication Treatment Act," reeommended for enactment in
all 50 States by the National Conference of Commissioners on Uni-
form State Laws, This model law regards alcohol abuse and alcohol-
ism as public health problems and removes them from the criminal
justice system while in no way altering the inovisions of a State's
criminal law that protect public safety. Our budget for alcohol pro-
grams for the coming year includes' funds for project granta to help
States implement the uniform act, thus enabling them to effect the
shift from incarceration to treatment for many alcoholic persons.

RECOVERY OP BENEFITS FOR TREATMENT OF ALCOHOLISM PROM PRIVATE
HEALTH INSURANCE

Another major priority program hi NIAAA will involve activities
designed to bring about an increased recovery of benefits from the pri-
vate health insurance sector for the treatment of alcoholism and alco-
hol-related problems. The Institute, through a contract with the Joint
Commission on Accreditation of Hospitals, is developing standards
and accreditation procedures for alcoholism treatment programs, a
step essential to the recognition by private carriers of such programs
from the point of view of benefit payments. At the community level,
in support of the recovery of insurance benefits, the Institute plans to

incentivencentive contracts to profitnaaking institutions for organizing
and establishing alcoholism treatment programs in private industry,
which can sucessfully solicit third-party. payments for such treatment.
The NIAAA believes that these organizations can become self-suill-
cknt after an initial 2-year period of Federal support. This protect
will greatly advance the provision of alcoholism treatment and reha-
bilitation services for employees in private industry.

It might be well to point out at this point, sir, that. 90 pereent of
alcoholics are employed.

TREATMENT OF DRUO ABUSE

I am happy to report that in the field of drug abuse, our goal of
making treatment available for all addicts who want it has been
achieved. Waiting lists for treatment have been virtually eliminated.

iWe now have a total funded treatment capacity of 95,000 in 812 com-
munity programs supported by the National Institute on Drug Abuse,
enough capacity to treat up to 161,000 individuals annually by item

DurnN; the current fiscal year the Institute has been working toward
improving the quality of services provided, and emphasizing evalua-
tion and demonstration projects. Simultaneously, a shift of respon-
sibility for prevention, treatment, and rehabilitation from the Federal
level to the States has been initiated. Major attention is being given
to preparing State and local agencies to assume this responsibility and
execute it through an approved State plan with formula grant support.

Of increased significance as the Federal-State partnership emenes
will be our drug abuse treatment demonstration grant program which
is designed to evaluate and demonstrate effective models of 'service
delivery. Other continuing contributions will come from the National
Training System being developed by the Drug Institute. The purpose
of the system is to consolidate and improve ongoing manpower activi-
ties of both Institute and other programs.
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Although we can point with a ,certain pride to our present state of
readiness to treat any and all addicts who want treatment and seek
it, we will not be satisfied with this accomplishment. We are now
in the process of adding a wholly new dimension to the total Federal
treatment effort in a program of outreach, Rather than wait for addicts
to come to treatment centers, we will actively reach out to penetrate
the addiction underground and urge heroin abusers to enter treatment,

It now appears that the peak of increase in heroin addiction was
reached in 1069 and that the rate of increase in the use of heroin is
now declining. The rates of overdose death and property crime --re-
garded as significant indicators of the incidence of heroin addiction
have declined in most areas of the country. These are hopeful signs
that the epidemic has been stemmed and that a turnaround is under-
way. They do not provide an occasion for any slackening of effort,
however.

Ultimately, in the drug area as elsewhere among our multiple con-
cerns, solutions to many problems depend on knowledge still to be
gained through detailed and comprehensive research, To develop this
inforination, NIDA supporta a wide spectrum of research which
ranges from investigating psychosocial and epidemiological factors
influencing drug abuse to studying the basic, chemistry of abused
substances.

As a specific example, continued research on the mechanisms of
opiate action and the recent identification of opiate receptors in the
brain by two Institute grantees offer exciting possibilities for the de-
velopment of more effective narcotic antagonists, which re nonaddict-
ing drugs which block the effects of heroin in the body.

If you take those drugs and later on you take heroin, you fail to
get high. Human testing is now underway with naltrexone, one of
the newest and most promising of the antagonists.

NA'rIONAL INSTITUTE OP iltarrAt, insAttro

Let me now turn to the third major area of ADAMITA concerns, In
the 28 years since the National Institute of Mental Ilealth was estab-
lieliedi__Americans have faced many challenges hi the mental health
area. While the problems are far from solved, and while many chal-
lenges remain, there has been great progress and achievement.

Our catalog of successes is long and varied, and it is important to
point to some of the achievements of a history of nearly.three decadee.

Where once there was an alarming annual increase in the number
of hospitalized mental patients, during thepast 20 years there has been
a dramatic decline in public mental hospital populations.

'Where once there was an alarming shortage of professional mental
health manpower, the numbers of active psychiatrists, psychologists,
psychiatric social workers, and psychiatric nurses, along with the
numbers of institutions offering training for them, have increased-----
drastically.

COMMUNITY M I NTAL I I EALTI CENTERS

Where once there was only spotty and sometimes inadequate serv-
ices available, 626 comprehensive community mental health centers
have been funded in the last 10 years of which more than 530 will be in
operation by June 30, 1975 serving a population of 60 million.
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Where once there was fragMented or little research effort, there is
now a national program focusing on a number of priority areas.

These are noteworthy achievements, but it is time to reassess the
Federal role in several of these areas.

An example is the community mental health centers progfams, In
1974, increased funding has allowed the NIMH to fund 86 new centers,
bringing the total number of centers to the present 628 authorized.
Continuation support of $172 million for basic staffing grants, as well
as $26.8 million for specialized child mental health grants, is being
requested for 1976.

In light of the recent expansion in the number of federally sup-
ported centers, it is believed this level is adequate to demonstrate the
value of community-based delivery of mental health care.

It is proposed that this approach be absorbed by the regular health
service delivery system, with greater reliance on operational funding
from thirdparty reimbursements and State governments. Therefore,
the budget does not request additional funds to make new staffing
grant awards. Also for this reason, the community mental health
center legislation, which expires June 89, 1074, is not proposed for
extension.

MENTAL IlEAT/rii MANPOWER

In the area of manpower, one of the cardinal missions of the NIMII
has been the development of well-trained personnel to work in the
mental health field.

This program has concentrated both on the training of individuals
and upon the expansion of the numbers and capacities of institutions
and departments needed to help educate people in the mental health
area.

Over the years these efforts resulted in increased numbers of per-
sonnel in the .professional disciplines; it also became clear that the
need for services was growing at an even faster rate, and that the
supply of professionals could never be sufficient.

Accordingly, programs were instituted to support the training of
individuals to do research in the biological, clinical, and social aspects
of mental illness, in order to arrive at a better understanding of its
causes, and to provide more means of prevention, treatment, and care.
Financial aid was also given to programs of continuing education for
people working in the mental health field at all levels, and for the
training of new types of mental health personnel, both professional
and nonprofessional.

During the current year, new awards will be made, both in the areas
of categorical training and in the newer time-limited training pro-
grams of an experimental and developmental nature. This latter pro-
gram makes it possible for the Institute to use a portion of its funds in
an experimental manner, to see which new methods are successful and
which. are not, to evaluate programs closely, and to act MA clearing,
house for the dissemination of information on training, and to use this
information in the Institute's role as technical adviser to State and
local authorities.

Hero again it is felt that these programs have been developed to the
point that Federal subsidies are no longer requiredparticularly in
those fields for which there is relatively high earning potential,

32-099 0 - 14 -24
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Beginning. in fiscal year 1075, all training grant activities of the
NIMH -- including support both for student stipends and teaching
coetswillbe gradually phased out. No new awards are projected for
any training grants during fiscal year 1976.

In the Institute's research program, a decrease of appropriations is
proposed, and pending a careful consideration of NIMH efforts, a
minimal amount of new starts is planned.

NIMII RESEARCH PRIORITIES

Cutting across all the NIMII programs are priority areas to which
the Institute is giving particular attention. A.mong these priorities
are the research efforts that are directed to the mental health'of chil-
dren, problems of the aging, crime and delinquency, and minority
mental health problems.

Adding still another dimension, and relating to all these efforts are
specialized studies in the areas of schizophrenia and depression.

The Institute also has just completed a comprehensive study and
evaluation of its entire research program, and has compiled a series
of recommendations for future research efforts which it plans to as-
semble into a broad and long-range strategy.

This strategy will be developed in concert by many outstanding sci-
entists, from the Institute staff, which has among its number a Nobel
laureate, and from the scientific community outside the NIMII.

SUMMARY

Finally, the overall role of the National Institute of Mental Health
is changing, and this is perhaps the greatest challenge of all. The
Institute will no longer support service and training programs, but
will concentrate on helping States and communities to plan, operate,
and evaluate their mental health activities, while continuing its re-
search efforts at the most responsible level possible.

In conclusion,
i

Mr. Chairman,
is

appropriation request for alcohol,
drug abuse, and mental health in 1975 s $692,162 000 as compared to
a comparable appropriation of $792,811,000 in 1914. The decrease by
Institute is $36,887,000 for NIMH, $26,841,000 for NIDA, and $38,-
043,000 for NIAAA. These decreases are offset by an increase of
$1,310,000 in program direction which representi

i
the partial cost of

reimbursements to GSA for space rental.
That concludes my opening statement. The Institute Directors and I

will be very happy to answer any questions, sir.
Mr. FLoon. Mr. Smith has another hearing and I yield to him.

NIMII ACTIVITIES RELATED TO SEX CRIMES

Mr. SMrru. Just one question. I am sorry I have to go. I think this
is one of the most important Institutes. They are all important but cer-
tainly this one represents more millions of people directly and indi-
rectly than any other Institute.

I am very impressed with your statement but there is one thing I
notice wasn't even mentioned. That has to do with sex crimes. I brought
this up a few years ago. I wasn't at all satisfied with tin answer and

Mdon't know-what all has il-dont Siifee-thinAticlyou know sex
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crimes are increasing in the United States twice as fast as other crimes.
We know that other agencies of Government have been totally unable
to deal with them, that is to cure them. And the victims of course and
the whole families of victims become mentally ill in many cases.

Dr. ECIIMERO. Yes.
Mr. Sum. If your agency can't do something about finding the ma,

sons for sex crimest ways so these people can discipline themselves to
live in civilized society I don't know who is going to do it. What are
you doing, what can be 'done?

Dr. EOEBERO. I know since I came here there has been much discus-
sion..I will ask Dr. Plant.

Dr. Puy'''. Mr. Smith, this is a very serious and major problem
which is being tackled in a variety of different ways by different parts
of the National Institute of Mental Health. As you were asking your
question two elements occurred to me immediately.

One is the one about child abuse because a proportion of child abuse
clearly involves sex related crimes. It is not in totality, and I don't
think you were addressing all of those.

But we have during the last 2 or 3 years been working very closely
with other parts of the Department of Health, Education, and Wel-
fare, particularly the Office of Child Development., in the whole child
abuse area.

The other element that immediately occurred to me, Mr. Smith, had
to do with the question under what circumstances should a person who
is charged with a crime be committed to a mental institution for an
indeterminate period of time. This has become one of the complicated
issues in society, around the balance between the protection,, of society
and the safeguarding of individual rights.

Mr. SMITIL What about physical alteration as an alternative to
incarceration?

Dr. PLAtrr. The Department has for a number of years been sup-
porting studio conducted at Johns Hopkins under the leadership of
Dr. Money, who has in the past received both research and training
support from NIMH, and he is currently supported by the National
Institute of Child Health and Human Development. Dr. Money and
his research team are conducting behavioral studies of children with
sex organ abnormalities resulting from genetic or endocrine difficulties.
It is unlikely, in my personal judgment, for a significant majority of
the persons Involved in sex crimes that surgery would really be the
answer.

Mr. SMITH. Would you just expand for the record everything you
can on this subjectwhat is being done, what has been done, what can
bo done what should be done?

Dr. PlAtrr. It will be a pleasure to provide that information for the
record. I would prefer that if it is satisfactory to you.

[The information follows

RATIONAL INSTITUTE or MENTAL HEALTII ACTIVITIES RELATED TO SEX AND
VIOLENCE

In the area of violent sex crimes the National Institute of Mental Health has,
for the past 3 years, been supporting a research project dealing with the social
and psychological effects of rape on victims. Followup studies of a large sample
of rape victims are being, conducted in order. to...asoeitaliktpc,impAct of various
aspects of criminal justice processing on the victims' mentarfuneliiiiiififihd---"
post-rape adjustment. Information is also being obtained to facilitate more
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effective delivery of emergency health and mental health care as well as other
foltowup services to rape victims. It is also expected that this research will lead
to the development of a variety of training materials for law enforcement, health,
and mental health, prosecutorial, and related personnel, Another component
which is being added to this ongoing project pertains to the study of legal -
evidentiary requirements necessary to substantiate accusations of rape.

The victim assault study just described grew out of a previously supported
research project by the same investigator. The project was concerned with the
development of group psychotherapy approaches for the treatment of sex of-
fenders. The sexual offenders involved in this study included persons convicted
or exhibitionism, pedophilia, voyeurism, and rape. The footle of the treatment
was on the establishment of cohesiveness among peers in order to facilitate ale-
euselon of common problems: to dilute the offenders' intense reactions toauthor-
ity and authority figures; and to resolve social and occupational problems lead-
Ing to impulsive antisocial patterns of behavior.

Several other research projects pertaining to the assessment of victim needs
and responses of community agencies in the delivery of mental health and other
services to rape 'victims are currently being explored. Studies are also con-
templated to learn more about rape offenders and their treatment. rigidly, a
monograph is presently being developed, in the crime and delinquency monograph
series, on the topic of the various services and facilities needed for victims of
rape.

In addition to the aforementioned studies dealing more directly with violent
sex crimes, the National Institute of Mental Health has also been very active in
studies dealing with various biological, behavioral, and social factors related
to aggression and individual violent behavior. A broad range of research has
been and continues to be supported In this particular area. The research efforts
addressing this broad topic Include: (1) study of genetic, perinatal, and pip
chophystological factors, and their interaction with environment variables in
the etiology of antisocial and aggressive behavior, (2) The development of im-
proved diagnostic as well as treatment techniques for differentiating persons with
aggressive lifestyles from those manifesting episodic aggressivIty stemming
from particular behavioral and psychiatric features (via, epileptold and hys
teroid factors), (8) examinations of the relationship betweed aggressive and
violent behaviors and repeated exposure to television and movie violence, (4)
an effort to operationalize the concept of "dangerous" as used in mental health
and criminal justice system handing of mentally disordered individuals, and (5)
research aimed at the development of social teaming concepts and intervention
strategies in the treatment of social aggression among preadolescent boys.

Turning to another aspect of the problem of sex and violence, we need to
learn more about how basic hormonal and neurological processes influence and
interact in both sexual and aggressive behavior, before we can reach an under-
standing of the root causes of violent sex crimes. The National Institute of Mental
Health Is investigating the theory that injections of increased male sex hormones
(testosterone) result in increased aggression in primates and other animals.
Further research is underway to find out how testosterone levels change natu-
rally during puberty and In different social situations involving aggression.

Another animal study will examine the effects of injecting the male sex her.
mope, androgen, on aggressive behavior. Also, an attempt will be made' to find
out whether certain brain lesions lead to aggression. It the investigator can
show that brain lesions and androgenisation both increase aggression, this would
indicate that specific sites in the hypothalmus of the brain serve in parallel dual
functions in sex and aggression. The role of the adrenal gland in the control of
aggressive behavior is also being studied. Another project is examining the
gonadal hormone effect in persons with sex problems, including sex offenders.

RELATIONSHIP BETWEEN ALCOHOL AND SEX CRIMES

Dr. CnAvrrz. Mr. Smith, if I may, one of the things that will be
part of the report the Secretary will be making on alcohol and health
to the Congress as mandated by the legislation that created the Alcho-
hol, Drug Abuse, and Mental Health Administration has been a study
of alcohol and violence and crime. I think that part of the findinss will
indicate that '60 -percent of Ill-Nrioleliretinres.-Seitial Aitheriviii;----
including battered child syndrome, are directly related to the abuse
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of alcohol. I think we may, by finally coming to grips with the alcohol
problem of this country, come to gripe directly and indirectly with the
problem you are concerned about.

Mr. SMITH. Even if it is 40 percent and you take into consideration
there are twice as many sex crimes as other crimes, you haven't dealt
with enough of the real problem, just part of it. It seems to me the
victims of sex crimes aren't organized like the victims of diseases and
somebody has to start representing them.

Dr. EOERERG. Thank you.

1REOROANIZATION

Mr. FLOOD. Last year we called this the National Institute of Mental
Health. This year it is called Alcohol, Drug Abuse, and Mental Health
Administ rat ion. Has anything changed but the name?

Dr. Emmen. A study was conducted by people in-house and people
outside of the Government as to the best organizational framework
of the National Institute of Mental Health and appropriate location
within the health complex. This was the final step in the reorganiza-
tion of the previously existing Health Services and Mental Health
Administration. There were three recommendations and the best choice
was the one I feel was selecteda recommendation by the group that
three institutes be created so that each subject, alcoholism, drug abuse,
and mental health, could be equally visible both within Government
and from outside the Government. The recommendation also provided
for establishing the Alcohol Drug Abuse Mental Health Administra-
tion as a sixth health agency in recognition of the fact that the orga-
nization includes research, training and service components and there-
fore does not fit the mold of the other agencies.

Mr. Frkop, Are these the reasons for the reorganization?
Dr. &EURO. These were the reasons why it was decided to do it this

way.
Mr. nom Those are the reasons for the reorganization?
Dr. &M EM They had to do something about HSMIIA which erns

an ungainly collection of activities.
Mr, FLOOD. Remember I asked you what changed other than the

name. What is the Alcohol, Drug Abuse, and Mental Health Admin-
istration

i
doing that is different from what the National Institute of

Mental Health, is?
Dr. EOEDERO. Hopefully, it isn't doing anything different but it is

allowing each Institute to focus exclusively on a subject which is of
high priority and high interest in our country at the present time:
There is great hope for what can be accomplished by the new orga-
nization. I think from that point of view, having alcoholism and drug
abuse stand on a parity in a way with mental health has served a use-
ful purpose.

Mr. FLOOD. That we know. That was going on in the old setup.
What are the reasons for the reorganization? Why? Big deal. What
are the reasons?

Dr. Emma. The National Institute of Mental Health had under
it both the alcoholism and drug abuse programs.

Dr. Eozazao. There was feelinglhati. if ifiree
stand shouldder to shoulder to mental health they would be more effec-
tive.
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Mr. FLOOD. At some time across the whole spectrum the handling of
the problem of alcohol and alcoholism was formally officially recog-
nized as disease. Is this part of the reorganization?

Dr. Eozszno. You mean to recognize alcoholism as a disease?
Mr. FLOOD. No, to reorganize what you have been doing before. Is

that a reason for the reorganization?
Dr. EOEBERO. What the reorganization has done
Mr. FLOOD. What happened?
Dr. PAZIEBERO. Instead of being under the very protective and sup-

portive management of mental health, alcoholism and drug abuse are
now copartners with mental health.

PROPOSED PERSONNEL REDUCTION IN 1974

Mr. FLOOD. Dr. Egeberg, the 1074 column of the 1975 budget re-
flects. 1,435 jobs for the Alcohol, Drug Abuse, and Mental Health Ad-
ministration. That is a reduction of 393 jobs, or 21 percent, from the
number proposed to Congress in the 1974 budget. What in the world
could possibly justify such a radical reduction in jobs for such im-
portant programs, as you insist and everybody else has and does, as
alcoholism, drug abuse, and mental health? llow do you put that
together?

Dr. E0EBERO. In the first place, that 1,135 figure has after study
within the Department and in agreement with what you have just said
been raised to 1,681. That has happened within the last 3 weeks.

Mr. FLOOD. That is something.
Dr. EOEBERO. Yes, that shows that the Department has been con-

cerned about this.
Mr. FLOOD. Am I correct in thinking that the desire to make these

staffing reductions has been reversed?
Dr. FARBER°. The decision to make such a drastic staffing reduction

has certainly been reversed and sources have been found within the
Department to take care of that difference.

Mr. FL000. Does that mean that the figures that are now in the
budget are inoperative?

Dr. EGEBno. Yes, sir. 1

Mr. MILLER. .AO I said yesterday,. Mr. Chairman, when we were dis-
cussing this for NIH, the congressional authorization iz high enough
that we can a- Vlb this increase. However, it is higher than the number

-which appea the 1974 column of the President's budget. If you
would like, we t ill submit a formal revision to you.

CONGRESSIONAL APPROVAL l'OR PERSONNEL REDUCTION

Mr. Fi.00n. Do you know why congressional approval was not sought
in the first place for such a staffing reduction of appalling magnitude?

Dr. EGEBERO. All I know is that we were extremely concerned over
the reduction. I don't understand the rationale for the reduction;
however.

Mr. FLOOD. You don't understand the rationale for what?
Dr. ECIEBERO. Why a cut of this magnitude was taken.
Mr. noon. You are the only guy here.
Dr.-Bozezito: We protested very strongly. Our protests were listetitd--

to and action was taken. We are very appreciative of the fact that we
had this very sizable return of personnel to our ceiling.
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Mr. FLOOD. I can paraphrase this thing but I don't know how apt it is.
Did somebody say to you, do you think that the gentleman protests
your virtue too much, somebody topside?

Dr. BOEHM). I have used that expression at times, too, sir.
Mr. FLoon. Good.
Dr, &EURO. Part of my personality is trying to explain something

as far as I can, and it often becomes a protest,
Mr. Ft.00n. Don't break down and cry. It is a little early.
Has this reduction in force been carried out?
Dr. Eoramo. No. It was to have been accomplished by June 30 of

this; year; however, with the restoration of positions to our ceiling a
ireduction in force is no longer necessary.

Mr. noon. It is a question of timing.
How many employees are currently on the rolls as of quarter of

11 this morning ?
EOEBERO. 1,586.

Mr. FLoon. What additional amount in dollars will be required for
fiscal year 19'76 in order to restore the staffing level which was pro-
posed in the 1974 budget? You can provide for the record those fig-
ures broken down by activity.

Dr. EOEBERO. Yes, sir,
[Tho information follows:]

1975 FONDS REQUIRED TO RESTORE 1974 STAYPINO LEVELS

The 1975 President's budget was formulated at a time when N111111 fiscal
year 1974 employment levels were to be decreased by 194 over those, originally
planned. Likewise, employment levels for the Office of the Administrator were
reduced by 21 positions. This resulted in reduced operating costs for general
mental health management and Information and program direction in fiscal year
1976. Drug and alcohol management and information activities were unaffected.

With the rescision of these reductions, additional funds are necessarily re-
quired in fiscal year 1975. General mental health management and information
will require a total of $24,339,000. This will provide mandatory Increases such
as withingrade increases and pay raise mars, as well as restore direct-opera-
tions reductions.

In addition, $10,890,000 will be required to support operating expenses in pro-
gram direction as a result of the restoration of the positions in 1974.

REVISED 19T5 BUDGET PROPOSAL.

Mr. FLOOD. In view of the fact that this reduction in positions has
been canceled are you going to submit a revised budget?

Dr. EOEBERO. I think we will have to ask Mr. Miller.
Mr, MILLER. I think what I said previously applies, Mr. Chairman.

We have enough money and enough positions authorized by the
Congress to cover this restoration in fiscal year 1974, and of course we
still have the 1976 proposal before you on employment, and there is
enough money in the budget to cover it.

Mr. FLOOD. Are you going to change the 1975 proposal?
Mr. MILLER. If when the appropriations process is completeand

this is for the whole of HEWif the congressional authorizations for
employment are above those we are proposing and we need to request
more funds we will, but we have to look at the whole Department
employment situation when the appropriations process is completed.
_There are enough dollars however in the.budget to CQYPTYthAt...W.P AM.
requesting now.
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RELEASE OF FISCAL YEAR 1043 APPROPRIATIONS

Mr. let,00n. The 1974 obligations include $189,882,000 from the
1973 appropriation released from impoundment. Is that right I

Dr, EOEBERO. Yes, sir.
Mr. FLOOD. Then for the record can you give us a detailed break-

down of that amount, the description of how the funds are going to
be used?

Dr. EGEBERO. Yes, sir.
[The information follows :]

Distribution of released funds by budget activity
General mental health :

Research: 1915 impounded /us&
Grants $10,100, 000
RCP 1, 000, 000
RIP's 181, 000
Direct operations

Subtotal 11, 281, 000

Training :
Grants 25, 248, 000
Fellowships

Subtotal

2, 789, 000

27, 087, 000

Community Programs :
Construction 20, 000, 000
Staffing
Children's services

Subtotal 20, 000, 000

Management and information
Total, general mental health 50, 268, 660

Drug abuse :
Research
Training
Community programs :

Grants and Contracts
Formula Grants.

Subtotal
Management and Information

Total, drug abuse .
Alcoholism :

Research 4, 700, 000
Training 6, 400, 000

Community programs :
Grants and contracts 39, 809, 000
Formula grants

Subtotal_

Management and information

Total, alcoholism

30, 000, 000

09, 809, 000

1,

80,

205,

614,

000

000
Program direction

Total ADAMRA 139, 832, 000
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Listed below is a description of the programs which will be funded with the
funds released from the beat year 1978 appropriation. The fiscal year 1975 budg-
et was formulated on the assumption that most new alcoholism grants awarded
from natal year 1078 released funds would be full funded on a multiyear basis.
This was done after advice from several sources Including the Office of General
Counsel. Since that time, the legality of multiyear funding from fiscal year 1978
funds has been questioned by attorneys for the plaintiff in the suit brought
against the Department by. the National Association of Mental Health and by
Members of the Congress for both fiscal year 1978 and fiscal year 1974, We are,
therefore, in the process of reformulating our funding strategy so as not to vio-
late the court order.

1. OENERAL MENTAL ItEAtirit
Research

Research funds released as a result of the court order will be used, for the
most part, to fund new and competing renewal high priority projects which
were approved by the National Advisory Mental Health Council but remained
unfunded in fiscal year 1973. Of the $10,100,000 released for regular research
grants, $7,600,000 will be used to support approximately 103 new projects and
$1,624,000, for aprpoximately 28 competing renewal projects. The remaining
funds will be used to supplement some competing and noncompeting continua-
tions which were considerably reduced in fiscal year 1973. This would restore
these projects to funding levels they would have had if the funds were made
available in 1973. In addition, approximately six new projects will be supported
from the $181,000 released for the research career program (RCP) and $1 million
released for the hospital improvement program (HIP) will be used to fund
approximately four new projects and six competing renewal projects.
Training

NS lilt intends to use the 1973 released funds to fund a small number of new
awards in the categorical training disciplines. This includes 45 grants totaling
$2,639,000. The remaining funds will be used to restore awards to their approxi-
mate award level in 1972. This is necessary since the phaseout policy of cate-
gorical training programs, originated in fiscal year 1973, limits awards to an
amount necessary for students who had received a commitment for support from
the institution and for a proportionate share of Institutional costs. The restora-
tion of 1974 training programs will necessitate the obligation of $22,009,000.

The $2,739,000 restored to the fellowship program will be used to fund 442
new awards in the pre-doctoral fellowship program.

Cons, ruction
The $20 million released for Community Mental Health Centers will be used

to fund 114 new grants to finance the building or renovation of facilities to house
community mental health centers.

2. ALCOHOLISM
Research

The $4,700,000 released for "Alcoholism research" will be used to support ap-
proximately 57 new grants. Some prgoram areas receiving support are the eti-
ology of alcoholism, alcoholism prevention and education ; behavioral and psy-
chological effects of alcohol; and alcohol and the need for or availability of serv-
ices for alcoholic persons.

Training
The $5,400,000 restored for training grants will be used to fund approximately

30 new training awards. An example of a priority area in which new grants will
be awarded is improving and developing curriculums on alcoholism in medical
schools in an effort to sensitize students to the needs of alcoholic persons.

Community Programs
Funds released for alcoholism community programs will be obligated in the

following manner : $800,000 to fund 2 new staffing grants ; $38,509,000 for approxi-
mately 83 new community project grants and contracts; and, $30 million to the
formula grant programs to States. High ,priority community project grant pro-
grams include the Indian alcOhOi Piogram, drinking driVers" program-and Alas-
kan Native program.
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MVLTIYLAR 'MINDING

Mr. FLOOD. How much money will be obligated in fiscal 1974 to
fund grants for more than 1 year I

Dr. FAEBERG. Our present policy, sir, is under discussion. We were
told initially by the Office of General counsel that it was appropriate
to fund projects for more than 1 year and our plans were formulated
on that basis. But within the last week we have been told that there
is now some question about the practice.

Mr. FLOOD. Did somebody know you were coming up here sooner
or later I

Dr. Eoxiirso. I don't think so.
Mr. FLOOD. It sounds like it. You know I think somebody did.
Dr. HO EBERG . We certainly did, sir.
Mr. FLOOD. I know. We had a copy of your statement longer than

that.
Dr. EGEBERG. There has been recent correspondence on this subject

from lawyers representing the plaintiffs in the NAM!? v. Weinberger,
et al,.court suit. More importantly the Congress has questioned this
practice and said it was not their intent that there be multiyear fund-
ing. If it is not consistent with congressional intent, we don't want to
do it. These facts have come up within the last 2 weeks and brought
about a decision to discuss the whole issue at our level and at the Seca
tary's level, and we will have a decision on it? I think, shortly.

Mr. FLOOD. What letters have been written?
Dr. Emma°. Senator Magnuson wrote a pretty strong letter saying

he did not think this was congressional intent.
Mr. Muni. Again referring to a previous comment I made at

the hearings, there is a distinction to be made in what Dr. Egeberg
said between 1073 and 1974 funds. His Institute has the one example
in Health, Education, and Welfare where our current plans include
multiyear funding of fiscal year 1973 money, and this is under review
from a legal standpoint. It is clear, however, that we do have pro-
posals before you to multiyear fund 1974 funds.

Mr. FLOOD. Give us a brealcdown of the amount we are talking about
by programs, showing the true program level now for the funding
in 1974 and 1076.

[The information follows:1
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MULTIYEAR MiDrNO

In the 1975 Cmgressimal Justification, ADAMHA proposed to use funds from
thi FY 1974 epproprietion to multi-year fund new Central Mental Health training
pante, It else proposed to utilise funds restored from the Ni 1973 appro.
petit ion, as yell'is 1974 Congressional increases to full-fUnd nev
alcoholism research, training, and community project grants and contracts on a

ulti-year basis. The number of projects and the true program level of funds
proposed for multi -year bAnding are sham below.

(Dollars in thousand')

1974 1975 1976
Mount, a., Amount, pg, Mount

General Mantel
Health'
Training Orontes
Nov Prof, 1974 :' 18 $1,100 18 X900 18 8600

Alcoholism
Res. Grants 1974 29 1,000 29 1,000 29 1,000

1973 31_ 1.400 31 1.400 31 1,400
Subtotal, Res.
Grants 60 2,400 60 2,400 60 2,400
Staining Grants
1974 4 1,569 4 1,568 ...

1973.... 30 1.800 30 1.800 30 1000
Subtotal, Training 34 3,389 36 3,368 30 1,800

Community Progt
'raj. Grants 6
Contracts 19741
New 12 4,244 12 4,245 12 4,245

Continuations, PP
Subtotal 244

16.800 2j2 16.800 - --

21,044 244 21,045 12 4,245

1973 83 12,837 83 12.836 83 12.836

Subtotal, Comm.
Frog

?;71 33.-6881 ?:71
33

185 " .061Total, Alconoilsm., 39_50 21,281

Total, ADAOUAA 459 40,750 439 40049, 203 21,881

Total FY 1974
Awards

'EL.>. MoLtn

18 $2,600

29 3,000
31 4,2C0

6o 7,200

4 3,137

lo 5,111
34 4511

12 12,714

:It
31.7!'
Lo,1:-

83 38.5'7.

'27
e4.eL3

1421 100,5:0

439 .103,1E0

It should be noted, however, that the FY F./75 budget vas formulated m tae
asv.mption that most new alcoholism grants warded from the Ni 1973 released funds
vould be full-funded on a multi-year basis. This was done after advice from .eve -al
sources including the Office of General Counsel. Since that time, the legality of
multi-year funding fYW7 FY 1973 fUndW has been questioned by attorneys for the
plaintiff in the court ,uit brought against the Department by the National Associ-
ation of Mental Health and by members of the Congress for both FY 1973 and FY 1974.
We are, therefore, in the process of reformulating our strategy so as not to

violate the Court Order,
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REMOTION Or IIUDOrfr IN PROGRAM LEVEL TERM

Mr. noon. Any way you look at this things to be frank, your 1076
budget looks pretty bad. Depending upon which figures you use, and
you can take your choice, it is a reduction of either $129 million or
$269 million. However, we do not think that the budget justification
reflects a valid comparison there for the 1974 and 1976 budget. There-
fore what we want you to do is this: We would like you to adjust all
of the tables in that budget justification to reflect, first, the 191 ap-
propriations that were obligated in 1974, and, two, the true program
levels in the 1974 and 1976 budget where the 1974 obligations are being
used to fund grants or contracts, either one, for more than 1 year.
There is no reason why you can't do that at all.

Dr. EOEBERG. We will give you that for the record.
[The information follows :)
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Obliotions by ,OtiVit,

Cenatal Mental Msalth

...1974 (Wm 1915 tatimg:
Immo

Of Deeregmt

330

Amount

330

unt

-45,618,000
(-16,959,000)

990,146,000

(101,427,000)
484,468,000
(84,468,000)

Rommel

trainins - 100,034,000 ,111140 65,101,000 - -- - 34,933,000
(128,021,000) (65,101,000) (-62,920,000)
(126,521,000) [66,001,000) (-60,520,000)

Community Programs'
Conatruction of
Centers 14,250,000 -14,250,000

(34,250,000) (---) (-34,250,000)

Staffing of Canters - -- 151,513,000 172,053,000 +16,540,000
Mental Watts of
Children 19,000,000 ID 26,844,000 +7,844,000

Kantsesent 4 Infor. 383 23,163,000 313 16,151,000 -10 -6,410,000

Subtotal 713 402,106,000 703 363,219,000 -10 - 36,887,000
(461,174,000) (365,219,000) (-96,155,000)
(459,614,000) (166,119,000) (-93,755,000)

()rut Abuse

108 34,056,000 108 34,000,000 - -- -16,000lassaa"

Training 15,138,000 9,969,000 --- - 5,169,000

Community troarammt
Project scants 4
contract, 162,649,000 --- 122,000,000. --- -60,649,000

Croats to Swam. --- 25,000,000 35,000,000 --- +10,000,000

Mansammant 4 Infos 227 15,571,000 294 15.646,000 +71 +75,000

Subtotal 335 272,414,000 406 216,615,000 +71 -55,799,000
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Aleoholleti

)914 lass 1975 latimate
Increase

or
kas Amount, Pos.

Ressatcb 6 8,489,000 6 10,405,000 --- +1,916,006
(13,189,000) (10,403,000) (-2,784,000)
(8,389,000) 112,805,0001 (+4,416,000)

Training 6,824,000 1,947,000 4,877,000
(12,224,000) (1,947,000) (-10,277,000)
(7,056,0001 (5,315,000) (-1,741,0001

Commutlity Programat

Yro!ect grants 4
cottraCts .... 66,956,000 ---, 32,051,000 - -- -.34,905,000

(106,265,000) (32,051,000) (-74,214,000)
(55,303,0001 (65,932,000) (+10,629,0001

Grants to States .... 45,600,000
(75,600,000)

- -- 45,600,000
(45,600,000)

- -- .... -

(- 30,000,000)

Management 4 Infor.., 91 10,040,000 107 9,863,000 +16 177,000
(11,245,000) (9,863,000) -1,382,000)

Subtotal 97 137,909,000 113 99,866,000 +16 -38,043,000
(218,523,000) (99,866,000) (-118,657,000)
(157,593,0001 (119,515,0001 (-18,078,0001

Buildings 6 Facilities - -- - -- 200,000 +200,000

?rostra* Direction 290 9.146.000 290 10.462,000 - -- +1,316,000

Total Obligations
(bleat) 1,415 821,575,000 1,512 692,362,000 +77 -129,213,000

Total Obligations (961,457,000) (692,362,000) (-269,095,000)

Program level (899,021,0001 (732,911,0001 (-166,116,000)
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General Statement T hle - P. 1 Con :r atonal JuatificsAll
Revised to s ov true - 1 75 mem eve s

(Amounts in thousands)

Base Estimates Decrease

General Mental Health $459,814 $366,119 -693055
Drug Abuse 272,414 216,615 -55,799
Alcoholism 157,593 139,515 -18,078
Buildings & Yacilities - -- 200 +200
Program Direction 9,146 10,462 +1,316

Total 899,027 f32,911 -166,116
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IN CID): N lk I ENVOI'. ILLNESS

Mr. Wool). Last year we were told that about 20 million people
were afflicted with mental illness in the United States. Is that still a
good figure?

Dr. &MAO. Yes. There are probably a little more but it is a rough
estimate.

Mr. FLoon. Will you put in the record a summary of what you think
are the important statistics on mental illness incidence, admissions to
mental hospitals, the number of people treated and so on, with the
appropriate historical comparison!

Dr. FAERERO. Going back a decade or something like that?
Mr. FLOOD. Use your judgment.
Dr. EOEBERO. Yes, sir.
[The information follows:]

SCOPE OP THE NATIONAL MENTAL HEALTH PROBLEM

INTRODUCTION

Precision assessment of the national mental health problem is difficult if not
impossible, since reliable statistics on the incidence and prevalence of mental
disorders In the United States, or any other country, do not exist. One factor
contributing to the situation is the absence of reliable diagnostic criteria for
most mental disorders. The American Psychiatric Association now recognizes 148
such disorders, grouped into 10 major categories. In numerous cases, however,
there is no uniformly accepted definition of the condition. This is true not only
for the peychoneurosis, which afflicts more Americans than any other category
of mental illness, but for the major psychosesschizophrenia and depressive
disordersas well.

05088 MINI ATER

In spite of the obstacles noted above, figures have been assembled recently
which, though not defining the dimensions of the problem with precision, are
probably the best available estimates of the numbers of people directly affected.
It Is likely that In nearly every category the numbers cited are underdstimates,
since many troubled people never come to the attention of record-keeping agen'
cies. The assembled estimates indicate that no less than 10 percent of the United
States populationor 20 million people in 1071suffer from some form of
mental illness. About one-seventh of those afflicted actually receive psychiatric
care of some sort.

Based upon those figuresand taking Into account such factors as the mentally
ill individual's loss of earnings and the cost of care both In and out of institu-
tionsthe estimated annual cost of mental illness in this country is about $21
billion, or alinost one quarter of the national defense budget. This estimate may
well be low; other estimates put the economic costs of alcoholism, alone, at $15
billion annually, and the annual cost of drug abuse at $10 billion. The data
below indicate how the overall statistics are distributed among the major cate-
gories of mental health problems. In 1071 the admissions to all psychiatric
inpatient and outpatient services were at the rate of 1,238.5 per 100,000 people.
The admissions were composed of the following diagnostic categories :
Schizophrenta 258.0
Depressive disorders 210.9
Alcoholism 15427:

Organic brain syndromes 54.0
Drug abuse 43. 1
Mental retardation 28. 9
Other psychotic disorders 18. 0
Undiagnosed 88.0
All other diagnoses 401. 1

For a better understanding of the scope of mental illness and behavior dis-
orders, consider a hypothetical community of 150,000 citizensabout the middle
of the range of the communities in which NIMIT-supported community mental
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health centers have been established. Assume that the hypothetical communityCheetLe reflects the characteristics of the population as a whole, Then the following will be true:
Of the 8,000 children born in the community annually, at least 800 willneed soma form of mental bealth servlee Miring their lifetime, and 240 willbe treated In mental hospitals.
Each year, over 2,000 serious crimes will be committed, an average of 6crimes a day. The crimes will include 8 murders, 11 forcible rapes, 3.80 as-saults, 37O auto thefts, and 008 burglaries. Some undetected or ntireported,and thus uncounted, crimes will be committed in each category. CommunityJuvenile courts will see almost 1,000 youths per year between the ages of10 and 17 years.
Almost 800 citizens will be admitted to inpatient psychiatric facilitiesevery year,
Resident in the community at any given time will be 800 schitophrenies,tens of thousands of people suffering from varying degrees of depression ofdifferent kinds, almost 4,000 alcoholics, 50 narcotic addicts, and 400 mentallyill children, almost one quarter of them in a mental hospital.As sobering as this picture may be, it represents but the tip of the iceberg.Although mental Illness and behavior disorders are not among the leading"killer diseases"auch as heart disease, cancer, and strokemental disordersdo rank among the top causes of illness, human suffering, and economic loss,When all the ramifications of these disorders are Considerei, mental Illnessemerges as the No. 1 health problem in the United States today.

TUE 11A,102 PSYCIIMME SMIlsOPURZNIA AND DEPRES$fON

Probably in no other aspect of the mental health problem is the laek of stand.,ardired definitions more frustrating than in the major functional psychoses.Among its other troublesome consequences, this deficiency has led to manypuzzling discrepancies in mental health statistics reported by different nations.Differing British and American viee's of depression and of schizophrenia aregood examples. In a recent study, New York and British psychiatrists wereshown identical television recordings of diagnostic interviews with depressedpatients. The. New York psychiatrists tended to diagnose patients as schizo-phrenic it they showed some disorganization of thought, whether or not theyalso showed marked mood disturbances. The British psychiatrists, on the otherhand, gave greater weight to affective disturbances and diagnosed those samepatients as suffering from mania or depression. Oddly, there are even differencesin diagnostic criteria within the United States. Western psychiatrists tendedto be more like their British colleagues in diagnostic tendencies than New YorkPSechiatrIsta; perhaps appropriately, Canadian psychiatrists appeared to beabout beltway between the New York and the BritishWestern United Statesextremes.
Imprecise diagnosis can seriously interfere with efforts to obtain reliableestimates of the prevaknce and incidence of these grave mental disorders. More-over, with the advent of increasingly sophisticated pharmacotherapies, the needfor more precise diagnostic criteria are increasingly important for the judiciousclinleal use of drugs.

Schizophrenia
Recently the World Health Organization reported the results of a nine-countrysurvey of schizophrenia which indict ted that the condition Is universal: the coresymptoms occur in patients whether they are diagnosed In Denmark or inNigeria.
Not only does schizophrenia appear to be universal, but it overall incidenceseems to, average out to around 2 percent of the population, the world over.Interpretations of recent data collected by NIMH are eveee More sobering:about 1 in every 20 American children who live beyond the age of 15 years willdevelop schisophrenie sometime in their lives. The disease strikes its victimspreponderantly between the ages of 15 and 44 years. This means that the severedebilitation often caused by schizophrenia is greatest during the most productiveyea re of life.
Schizophrenia may account foras much as one-quarter of all the mental illnessthat cornea to medical attention in this country today. In hard figures, therewere 474.000nearly one-half millionechizophrenle patients admitted to alltypes of facilities in 1089, the most recent year for which such figures are avail.
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able. At least half of those patients were suffering a recurrence of the disease.
The tendency of schisophrenta to recur is one of its most insidous and frustratingaspects.
The Depressive Disorders

These conditions are probably the most common mental disorders experi
enced by Americans today. They may also be the most underdiagnosed and un
recognised of all mental ailments. It is estimated that between 8 and 8 million
persona in this country suffer from depression at any given time. About 18
percent of all adult Americans between the ages of 18 and 14 years have sail..
ciently 'significant symptoms to attract clinical attention and treatment. Basedtipott these figures, the affectiveor depressivedisorders are estimated to cost
the Nation between $1.8 and $4 Millen annually, The total impact of depression
may be greater than indiextted be.muse this group of illness appears to be an
important factor In triggering many physical ilia and in affecting their course.Among the conditiona found to be associated with depression are gastroin-
testinal, neurological, and respiratory diseases. And there Is evidence that de-
pression bears adversely on the critical problem of recovery' from a heart attack.

Unlike schizophrenia, *which may be leae prevalent but is much more difficult
to treat, depression and manic-depression can be treated effectively with elettro-
shock, antidepressant drugs, and lithium carbonate (for manic depression).
Together, these therapies are useful In approximately 80 percent of cases of de-
pressive psychoses.

Nevertheless, diagnostic and treatment Issues remainfor example, the
problem of distinguishing accurately among different types of clinical depressionand between normal and clinical depression.

PerOBONtuaoeta

The Perchonenrotic disorders are even more difficult to diagnose and classify
than are the psychoses. For this reason, among others, reliable estimates of
prevalence and incidence are Impossible to obtain. Nevertheless, it is safe to say
that neuroses are more prevalent than any other psychlatrie disorder and theyare more costly to Society than the` more serious functional psychoses in terms
of suicide, disability, family disruption, marital discord, loss of productivity, andwaste of talent and skill.

Most victims of these conditions never buiden hospital facilities but either
obtain treatment of various sorts privately or simply suffer without professional
care. Less than 10 percent of all hospitalised psychiatric patients are classified
as psychoneurotie; the true prevalence of the psychoneuroses is certainly far
greater than the figure would indicate.

Symptoms of neurotic iliness include some forms of depression, anxiety; un-
reasonable panic, severe and often debilitating phobias, psychosomatic illness,
obsesaive-compulsive behavior, hysteria, and sexual Impediments such as im-
potence and frigidity, Thetie and other common maladaptive or malfunctIonal
symptoms are so prevalent that it seems unlikely that anyone ever escapes pay-
choneurosis In one form or another at some time In life.

OROANIO PSYCHOSIS

Half the mental hospital beds not filled with schizophrenic patientsor
about one-quarter of the total mental hospital beds in the Nationare occupied
by patients suffering organic psychosis.

Among the diverse disorders classified under this heading are such impair-
ments of brain function as presenlie and senile dementia, toxic drug effects, al-coholic psychoeis, sequelae of certain infections, vascular disease, neoplasms,
traumas, degenerative disease, endocrine or nutritional disorders, and Immune
diseases. Some forms of organic psychosis are chronic; others are acute and may
be reversible or subject to spontaneous remission.

The senilities are probably the largest category of these mental disorders, af-
fecting an estimated one million Americans in a certifiable way, Senile dementia
atone, for example, accounts for roughly 15 percent of all mental hospital admis-
sions in New York State. Most senile patients live in nursing homes or with
their own families, partly because there are no effective organic therapies for
these psychoses.
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Suidde
For more than two decades, tuteide has ranked as the 10th leading cause of

death among persons of all age groups. Throughout that time, the highest rate of
suicide occurred in the 05-years-and-over age group, the maximum rate occurring
in white males between 15 and 84 years.

In recent years, however, shifts in the suicide rate have been developing, with
more and more of the young taking their lives. Today, suicide Is the fourth lead-
ing cause of death In the age group of 15 through 44 years; It Increased 90
percent from 1055 to 1000 to become the second biggest killer of American college
students. During that same period the suicide rate among members of minority
groups jumped 32 percent.

Causative conditions in the more than 20,000 recorded suicides annually in
this country (the true figure must be much higher) are not easy to determine,
but certainly both schizophrenia and the depressive disorders must contribute
substantially to the toll, as must the psychoneuroses. (It Is safe to say, also, that
a significant percentage of homicidesparttcularly of multiple or mass murders
are precipitated by schizophrenia and depression,)

As many as one-third of all recorded suicides, or 7,800 annually, are estimated
to be related in some way to alcohol abuse. Among drug abusers, suicide has
become the sixth leading cause of death. And the suicide rate has been climbing
recently in the category of crime and delinquency as more and more inmates of
jails and prisons manage to destroy themselves. The root causes of these suicides
probably include psychoses, psychoneuroses, alcohol, and drugs. Thus, suicide
may be seen to be a crosscutting mental health problem, related to most of the
categories of mental illness discussed in this chapter.

MENTAL HEALTH PROBLEMS Or SPECIAL POPULATIONS
Ok(tdrets

Of the 71 million children In this country, 8.5 millionmore than one-tenth
are victims of mental health problems. Moreover, that numberand percentage
is expected to grow as it has been growing for the past decade or more. While
the number of adult patients In State and county mental institutions has been
declining steadily over the past 15 years, both the first admission rates and the
resident population rates of children have betn increasing at an accelerating
Pace.

These trends take on added significance when it is considered that more than
one -halt of the population of this country Is now under 25 years old.

Currently, more than 600,000 children are receiving care in a variety of mental
health facilities. This means that millions of children are in need of help and are
not receiving it. The most severe need for psychiatric services is among children
under 15 years old, and the next greatest unmet need Is in the age group from
15 to 24 years.

The mental and emotional well-being of the Nation's children and youth are
reflected also in crime and delinquency statistics. For example, almost half of all
persons arrested In this country for serious crimes homicide, robbery, and
burglaryare under 18 years old, and nearly one-quarter are under 15. Moreover,
the problem is worsening, as indicated by the 107 percent increase in the arrest
of juveniles for serious crimes between 1960 and 1971.

Criminal or delinquent behavior is as complex in its origin as it Is in its ex-
pression. Undoubtedly, however, a large proportion of such behavior is the result
of mental illness and requires professional treatment rather than Imprisonment
and punishment. It has been estimated that only about 5 percent of the entire
prison population are there legitimately as incorrigibles, belonging to a criminal
subculture. An estimated 80 percent are there for the first time, never to return,
and are not strictly classifiable as criminal types; they are better described,
largely as victims of error, usually of their own. The appropriateness of penal
incarceration for this group is an open question. The remaining 15 percent of
the prison population are believed to be improperly imprisoned, since they are
mentally ill and require treatment, not imprisonment.

The difficulty, of course, Is partly In sorting out the three populations from
one another and treating them accordingly. The matter of identifying the men.
tally ill criminals and delinquents so that they can be afforded proper treatment
is a major challenge to the mental health field.

Ilf(norify groups
Among minority groups Mtn special mental health problems are the Black

Americans, Spanish-speaking Americans, Asian Americans, and American In-
dians. Unique problems in each of these groups create special needs in the mental
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health field. None of the groups is having its mental health needs met adequately,
partly because the orientation of the Nation's mental health practices do not
always mesh with minority group perspectives, lite styles, and value systems.
The poor

The minority group perhaps most In need of mental health assistance is the
poor, who, as a group, suffer the highest rate of mental disorders and so con-
tribute significantly and disproportionately to the Nation's mental health prob-
lem. This is evident from the tact that hospitalisation rates for mental Illness
rise significantly in areas where there Is a marked confluence of unemployment,
undereducatlon, substandard housing, discrimination, and other social ills.

The poor not only suffer disproportionately from the most serious, costly, and
long-lasting mental disorder schizophrenia --but are also afflicted iu dispro-
portion to their number with alcoholism, delinquency, and drug abuse. The
costs to the Nation are also disproportionately great; patients from this popula-
tion have longer hospital terms, lower discharge rates, and poorer chances for
successful adjustment after hospitalisation.
The aped

Persons over 65 now comprise 10 percent of the country's population but
account for 17 percent of all first admissions to mental facilities and for 80
percent of the resident population of those faeilities. It is estimated that about
5 percent of this group are Institutionalised; that 50 percent of the aged who
are in nonpsychlatrIc institutions have significant mental disability; and that
as many as 8 million of the noninstitutionalized aged persons suffer moderate
to severe psychiatric problems. Further, it is estimated that one-quarter of the
elderly patients In State mental hospitals could be placed more appropriately.
In other protective settings. Obviously, the elderly people in this country are
not receiving psychiatric and other health services in accordance with their
needs.

TERMINATION OF FEDERAL, SUPPORT FOR cxmo's

Mr. FLOOD. I do not propose now to carry on a long discussion with
you about the termination of Federal support for the new community
mental health centers. I went through all of this as you know with
Dr. Brown last. year. However, I would like to ask you this: What
evidence is there to indicate that States and local communities will
continue to support community mental health centers after the Federal
support is phased out?

Dr. &MEM For one thing the degree of support. they give right
now. Did you know, sir, that approximately 70 percent of the support
of community mental health centers comes from non-Federal
funds. On the average we are just supplying 30 percent of it.

There has been an increasing interest in the success of these com-
munity mental health centers since they allow the States to close out
their large mental institutions. The people at the State level and cer-
tainly at the community level have been very, very much interested.

One other factor is that traditionally the states have the responsi-
bility for mental health care. This together with the fact that over
600 community mental health centers have been funded by NIMH
and over 530 will be in operation by June 30, 1975, it is felt that
responsibility can now be turned over to the States.

Sir. FLOOD. Isn't it true that most health insurance policies do not
pay for treatment in community mental health centers?

Dr. EoElitRO, We are working on that.
Mr. FLOOD. Isn't that true?
Dr. EOF.IIERO. It has been true--
Mr. FLOOD. Isn't it true?
Dr. F.OEBERO. That most of them don't ? Yes, sir.
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Mr. Fi.000. Now what? Do you want to add something to that?
Dr. FAUBER°. Yes. We are working on trying to change those

things, but the first thing we have to do to change those policies is to
establish c rite ria

Mr. FLOOD. To change the policy or to change the criteria?
Dr. Houixtio. To change the policies. We are working on insuring

that 'mental illness is included in the administration's proposal for a
comprehensive health insurance program,

FLOOD. How many community mental health centers have been
started without any Federal assistance at all ?

Dr. EOEBERO. About 75. When I was in California we began to
start them before the Federal Oover»ment did.

Mr. FLOOD. Even if health insurance pays for services in the cm-
numity mental health centers where will the money come from for
startup costs?

Dr. EDEBERG. From the States.
Mr. FLoop. Whati
Dr. &MEWL From the States and the counties:

GOAL 01 NATIONWIDE COVERAGE BY CMIIO'8

Mr. FLOOD. Is the goal for 1,500 or 1,600 whatever the figure is
community mental health centers still a desirable one?

Dr. &WOW. As you probably know better than I, a group evalu-
ated the population distribution of this country and established what
they felt were service areas with roughly 200,000 people to each one.
On that basis they felt there should be around 1,500 or 1,600 areas in
order to cover the *country.

I don't. know that I could make a positive statement at this time on
what is needed. I would probably like to see as many as possible, be-
cause I think this is, as you said, sir, or as Mr. Smith said, one ofour
desperately important problems.

Mr. FLoon. What is?
Dr. EDEBERa. Mental health, the whole field of mental health.
Mr. FLOOD. That is good.
For the record again will you provide a statement siving all of the

good arguments that you can think of, that is quite an invitation, it bet-
ter be goodfor terminating Federal assistance for new community
mental health centers. Isn't that nice that I ask you to do that for the
record instead of making a mu rder case here?

Dr. &merino. Yes, sir.
Mr. FLOOD. Are you surprised?
Dr. EGEBERth You notice both of these gentlemen are taking notes

on this.
[The information follows:]

PitAssour OF FEDERAL ASSISTANCE FOR NEW CNIFIC'R

The value and effectiveness of innovative community mental health centers of-
fering community-based delivery of mental health care has been amply demon-
strated. These centers can and will continue to play a very important role In the
management of mental and emotional Illness. However, it is the philosophy that
the provision of mental health services Is a shared responsibility, requiring in,
puts and efforts not only from the Federal Government but also from States, lo-
calities, and private organizations, agencies, and institutions. It is now time to
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very actively reviewing it, the Under Secretary personlly, to take a
look to see it this is not something we need to correct.

However, I do need to point out that there is money in the budget
for a number of <.ompeting projects. There are two kinds of now starts.
We have what are called competing continuations and we also have
new projects. There is enough money for over 100 new competing con-
tinuations. There is also a substantial increase in our estimates as to
what it will take to cover noncompeting continuations. I do think that
we may be able to get some new money out of that.

So I fully believe that we will end up with some new projects, and I
frankly can find no i.lace in the Federal Establishment where we have
a philosophy that says there should be no new research project grants
in mental health.

Mr. FLOOD. Just to show what the situation is, what is the number
and the dollar level of approved but unfunded research projects that
you anticipate in 1974 and 1975?

Dr. Eor&w.ao. For the record?
Mr. noon. If you have it, what is it?
Dr. &MIMEO. tsio, I don't have the number. We have a large number

of applications.
Mr. Futon. Somebody is nudging your elbow there. What does that

look like?
Mr. LEONE. We will have to supply it for the record. We don't have

it with us) particularly for 1975 since we have yet to receive applica-
tions for that year.

The information follows:]

APPROVED UNFUNDED RESEARCH PROJECTSNATIONAL INSTITUTE OF MENTAL HEALTH

Number Amount

June 30,1974 estimate 321 913,350,
June 30,1975 estimate 652 I 26,700.

I This total dim not include the 513,350,000 unfunded kom Rice! year 1974.

NMI EFFORTS ON SENILITY

Mr. FLoort. Last year in our report we urged that more emphasis
be placed on research on senility. What has been done in response to
that statement in our report?

Dr. EGEBERO. Most of that work has been in the field of mental
health, and I think Dr. Plant should be able to answer that.

Dr. Pirwirr. Mr. Chairman, partly stimulated by the inquiries from
the legislative branch last year we have made significant investment
of over $2 million on new projects in the area of senility, including
such varied things as understanding better the mechanism of learning
and memory, basic science research, the role of proteins in learning,
in an effort to see whether that could not also have some impact even-
tually on the learning problems which elderly, people have.

Second, we have undertaken in several places in the country in-
tensive evaluation of inpatient programs for older persons to examine
whether the kinds of social support they have, the kinds of relation-
ships they have with other people may not be sufficiently, improved so
that some of the senility and symptoms of that kind can be amelioratee,
and can become less.
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Within the research dollars available to us we have also in New
York City, for example, undertaken a project to assist those isolated
and to do a study of those isolated older persons living in ShO, single
room occupancy hotels, to see whether they can be assisted to function
more independently and in happier fashion on their own.

Dr. BOESERO, I have had some personal experience in working with
senile individuals. In California we took 100 patients who were eon
sidered to be quite seaile, with chronic brain syndrome. They lay in
their beds most of the time, and almost all of them incontinent. Many
of them had to be fed in bed. For the most part, we' just gave them
warm personal support, We added nurses to the program and they
were encouraged to treat the patients with special care. By the end of
a year some of thr.i patients who had been considered to have chronic
brain syndromes and were not responding to any previous care began
living together in apartments outside of the institution. Most of them
are able to feed themselves again and they had begun to socialize.

S1ONLFICANT ITEMS IN HOUSE AND SENATE REPORTS

Mr. FLOOD. Doctor, all of the last couple of weeks we have all been
herei as you know, or heard, all of NIH, All of their research justi-
fications contain a page or pages on "Significant Items in House and
Senate Appropriation Committee Reports."

Yours does not. Would you provide a statement for the record now
and be sure to include it in your justifications in future years?

Dr. EOEBERO. I am sorry that wasn't in there.
[The information follows:]

SIGNIFICANT ITEMS IN HOUSE AND SENATE APPROPRIATIONS COMMITTEE REPORTS

ITEM

1974 House reports:
General mental healthResearch

grants:
Committee expects the Na-

tional Institute of Mental
Health to support the pursuit
of new leads in mental health
of the elderly and research
into the causes of senility.

ACTION TAKEN OR TO BE TAKEN

In recognition of the need for greater
understanding of the special mental
health problems associated with aging,
the NIMH operates a section on aging
within the Division of Special Men-
tal Health programs. Among the re-
search projects now underway are ba-
sic studies of biological mechanisms of
aging; psychtatric illness among the
aged; social, psychological and cul-
tural influences relating to adjustment
in later life; and applied research dem-
onstrating innovative methods for as-
sisting old persons to maintain opti-
mum functigning. Hospital improve-
ment projects are being used to ad-
dress problems of the elderly in terms
of reduction of length of hospitaliza-
tion, and restoration of h fully func-
tional status. NIMH is working with
EMS and SSA on an interagency com-
munity on mental health services, ad-
dressing medicare and medicaid pro-
grams related to mental health aspects
of caring for the aged, and the devel-
opment of alternative means of care.
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Training grants and fellowships:
The Committee considers it

very unwise to terminate or
phaseout all existing pro-
grams, without a much more
careful analysis of their mer-
its and deficiencies.

Child mental health:
Committee intends that new

moneys In 1074 be made avail-
able both for the construction
of facilities as well as for the
provision of services and train-
ing of personnel.

1074 Senate report :
General mental health:

The committee encourages
studies on the emotional and
psychological problems of
youth caused by ethnic and ra-
cial misunderstanding.

Alcoholism:
The committee recommends

that up to $2,5oo,o0o of 1074 in-
creases be used to develop and
implement a statewide cam-
paign against alcoholism, as It
relates to Alaskan Natives.

Mental health efforts on behalf of
Vietnam veterans:

The committee encourages
continued emphasis on research
and service programs which
focus on the long-term needs
and problems of veterans and
their families.

The mental health training program
will support an estimated 1,200 new-
competing training grants and fellow-
ships from funds appropriated in fis-
cal year 1074,

During the current fiscal year, a
total of 37 new projects will be
a..-.ruled for children's services. Al-
though the strongest need is for staf-
fing support, some funds have been ear-
marked for the construction of child
mental health facilities. In the ma-
jority of cases, however, child mental
health staffing grants are awarded to
existing Community Mental Health
Centers.

The Institute operate a Center for
Minority Group Mental Health pro-
grams for the purpose of increasing the
Nation's ability to deal with the spe-
cial needs of this group through the co-
ordination and support of special pro-
grams in services, training, and re-
search. Through Its minority center,
NOM also provides consultation In a
wide variety of programs; sponsors con-
ferences relating to minority mental
health; and participates in the develop-
ment of a variety of publications re-
lating to its specialized area.

In 1974, National Institute on Al-
cohol Abuse and Alcoholism Is making
160 awards totaling $2,500,000. These
projects are designed to combat the in-
cidence of alcoholism among the Alas-
kan natives. including the development
of special educational material designed
by Alaskan Satire:: to address the
unique alcohol problems that Fk1st
among this population.

lastituto is continuing collilbora-
live efforts with the Veterans' Adminis-
tration JUirl Navy t'en!yr for the

ud of prisoners of war. Institute
is working with the veterans:' group to
promote research into what is generally
known as the "I'.1st.Viet nil in
drone." In the sers leo area. several
community mental health centers have
developed special therapy programs for
returning veterans and their families.
including veterans with drug problems.
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MANDATORY INCREASE IN NIII MANAGEMENT FUND

Mr. FLOOD. Please explain the increase of $666,000 for extramural
"(Search. On page 19 of your justification.

1)r. Eu Emma. I think that is mostly salary increases, mandatory
items,

Mr. FLoon, Take a look at page 19 of your justifications. The point
is what I refer to does not mention salaries, it says "Other Objects,
$666,000."

Dr. &MARG. That then is money we pay the National Institutes of
Health for supplies and services received by our intramural research
program in space which we occupy at the National Institutes of
Health.

Mr. FLOOD. $66 ,6 000.
Dr. EOEBERG. iVe have quite a few laboratories at the NIH campus.

EVALUATION OF NOM TRAINING PROORAM

Mr. FLOOD. Last year we were told that an evaluation of the N. all
training program was underway. Has the evaluation been completed?

Dr. Egonnto. I know that one 27,090-page book is out.
Mr. FLoon. Has the evaluation been completed?
Dr. Pr.vcrr. No, sir. We have only a very preliminary set of findings

at this point.
Mr. FLOOD. It has not. If and when it is, before the record goes to

print, will you put a summary of it in the record?
Dr. PLAtrr. We will be glad to, Mr. Chairman.
[The information follows,:]

CONDENSED PRELIMINARY REPORTS FOLLOWUP SURVEY or NIMH-SuPpOrrEo TRAIN-
EES, 1818-68

The overriding goal of all NIMEI training programs since 1948 has been to
increase the number and improve the quality of mental health workers. The
mechanism employed has been grants to training institutions to enable them
to upgrade their programs, employ additional teaching staff, and provide stipends
to their students. It was hoped that these students would then go on to be
leaders in their fields, conducting research, teaching, supervising and becoming
mental health administrators as well as providing needed clinical services. In an
attempt to determine whether or not this indeed was the case, a study was
conducted in-house by staff who administer the Institutes Division of Man-
power and Training programs.

This report summarizes the findings of the foliowup survey of the profes-
sional characteristics and work patterns of persons receiving support for their
education under the training grants and fellowship programs of the National
institute of Meneal Health. zlesults from only the four core mental health
disciplines of psychiatry, psychoh4ry, social work and psychiatric nursing wilt
he discussed. This furnishes a general view of the current work of a sample of
the Individuals who received NI3III clipends during their mental health training.
When the additional questions are takilated, some time in 1974, further informa-
tion will he provided on the career patterns of these individuals and how their
employment and activities have changed over the years.

This survey was conducted in November 1972, and answers pertain to activi-
ties at that time. Quetionnaies were mailed to over 9,000 NIMH trainees In
the four professional mental health disciplines, approximately one-third of those
who had received stipends from 1948 to 1908. The latter year was chosen as a
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cutoff date in recognition of the fact that a large proportion of those supported
later would still be in training at the time of the survey. This preliminary report
covers answers to 15 of the questions which were selected for early analysis.
A later report will cover all 61 questions, and fellows as well as trainees.

Tables 1 and 11 show the primary and secondary activities of the former
trainees, and their places of principal employmnt. The following discussion
will summarize the findings on each discipline separately.

TABU I.-PRIMARY AND SECONDARY ACTIVITIES OF FORMER NM TRAINEES, BY DISCIPLINE

lie percents)

Activity

Psychiatry PtYcholotY Social work Psychiatric nursing

Primary Secondary Primary Secondary Primary Secondary Primary Secondary

Administration 13 0 it
Supervision. 13 33 It 26
Teaching 3 15 25 II

Clinical

service:I 66 13 37 12
Consultation 1 20 4 18
Research 3 5 II 24
Other 1 1 1 1

Total percent 100 100 100 100

20
11
II
46

1

100

11
35 41

5
If15 6

28 5 19

/ 1

1 1

100 100 100

TABLE II.-PLACE OF PRINCIPAL EMPLOYMENT OF FORMER NMI H TRAINEES, SY DISCIPLINE

)in percents)

Psychiatry Psychology Social work Nursing

Institutions of higher education
College or university
Medical schools
Other health professional schools

Hospitals end clink,
Community mental health centers
liospltals, residential treatment centers
Clinics, other social or health service organizations

Agency or organization in health, education or welfare
not providing direct service

Elementary or secondary school system
Private practice
Other

15.3
(1 . 0)

(14.1
(.2

35.0

(18.2)
(2.9

1.5
.3

45.1
2.2

46.3

(5.9

3i.)
(i3.
(15.4
(4.1

2.3
4.7
7.5
6.5

15.6
(12.1)

4...05;
2

20.0
{Al

IA
3.2
7.0

37.8
(17.
(0.3

(14.0
52.0

(37.4
(3.4

4. 3
2.2
1,9
1.8

Total percent 100.0 100.0 MA 0 100.0

PSYCHLTBY

Replies were received from 1,683 former trainees in psychiatry, about 67 percent
of those to whom questionnaires were mailed. These individuals, for the most
part, received support for their residency training in clinical or child psychiatry.
Ninety-five percent are working as psychiatrists and, as table I shows, most ate
primarily engaged in the delivery of clinical services.. To another question, 08
percent said chat they provide direct service to patients. Supervision, administra-
tion, teaching, and consultation also occupy a great deal of the psychiatrists'
time.

Almost half of this group of re.;pondents listed private practice as their primary
employment, but 3,1 percent worked principally in hospitals and clinics (includ-
ing community mental health centers) and 15 percent In universities and medical
schools. Other studies have shown that most psychiatrists are employed In more
than one setting, so table II may understate the actual diversity of work locations.

The major specialty areas given were clinical psychiatry (56 percent), child or
adolescent psychiatry (2:1 percent), psychoanalysis (8 percent), and community
psychiatry (7 percent). Fifty-nine percent of the sample reported that they now
or have in the past worked in community mental health centers, over halt of these
for at least 2 years, Of those who currently work in the centers, 27 percent are
employed approximately full time and 35 percent work there 10 hours or less
per week.



405

PSYCHOLOGY

Responses were received from 1,400 former psychology trainees, 65 percent of
those on the mailing list. These individuals received support through grants either
In clinical and other applied areas or in research areas of psychology. Eighty-five
percent are now employed in fields related to their training, 0 percent have not
yet started professional work, and the rest are retired, working in other fields,
or unemployed, often because of family responsibilities. Only six people reported
that they could not And a suitable job.

The provision of clinical services is the most cited primary activity of the
psychologists, but it can be seen In table I that they are also heavily engaged,
as a group, in teaching, supervision, research, consultation, and administration.
Almost half give institutions Of higher education as their principal employers, and
83 percent spend most of their time in hospitals, community mental health cen-
ters, or other service organizations. The rest are in private practice or work for
school systems, research laboratories, or a variety of other oragnizationS.

The range of specialty areas for these psycholOgistS is wide, but there is a
heavy concentration (51 percent) in the area of clinical psychology. Twelve per
cent are In child or developmental psychology, 7 percent in educational or school
psychology, and approximately 6 percent each in experimental, community, and
social psychology.

Seventy percent of the psychologists report that they do provide some services
to patients or clinics, and over 40 percent have worked or are now working in a
community mental health center. Of these, 58 percent have worked In the centers
for 2 years or less. Over half of the psychologists now working In a OBIHO are
employed there full time (86 bourse week or more) and 24 percent work between
1 and 10 hours a week In the centers.

SOCIAL WORK

Questionnaires were returned by 2,111 former NIMII- supported trainees in
social work, most of whom were studying for their master's degree. This con-
stitutes a response rate of 64 percent, Eighty-one percent of the, social work-
ers were employed In positions related to their training, 4 percent were employed
in unrelated fields, 1 percent had not yet started working, and 14 percent were
unemployed, most of these because of family responsibilities.

The provision of clinical services was listed as the primary activity for the
largest group of social workers, and supervision was the most important sec-
ondary activity. Administration and consultation were also major responsibili-
ties, followed by teaching and, to a lesser extent, research. Seventy-eight percent
of the group provide some direct services to patients or clients. Nearly three out of
five (68 percent) of the employed respondents were working in hospitals, com-
munity mental health centers, or social welfare clinics. An additional 18 percent
were in Institutions of higher education, and 8 percent each in school systems
and "other" health, education, or welfare agencies. Almost all (04 percent) of the
employing organizations were either public or private nonprofit.

One-third of the group specialized in psychiatric social work, 15 percent in
therapy or counseling and 7 to 8 percent each in school social work, child welfare,
community organization, and medical social work. Some 38 percent of the re-
spondents have had experience in community mental health centers, about half
of these having worked there for 2 years or less. About two-thirds of those cur-
rently working in the centers do so on a full-time basis.

PSYCHIATRIC NURSING

Responses were received from 858 former NIMH trainees in psychiatric nurs-
ing, most of whom were supported for study leading to the master's degree. The
response rate was 58 percent. Eighty percent of the nurses were working in fields
related to their training, and most of those who were unemployed gave "family
responsibilities" as the reason.

The activities of this group are diverse. Teaching and supervision are the major
primary and secondary activities listed, but the provision of clinical services, ad-
ministration, and consultation are also important parts of the nurses' work. Little
time seems to be spent on research. Two-thirds of the nurses provide services to
patients and a third do not Over half of the group are working in hospitals,
clinics, or community mental health centers, and 38 percent In institutions of
higher education, such as schools of nursing or colleges and universities.
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Psychiatric mental health nursing Is the specialty area listed by a majority
of the nurses (54 percent ; an additional 4 percent are In therapy or counseling,
3 percent in child psychiatric nursing, and 3 percent in clinical psychiatry.
Fifteen percent specialize in nursing education. Other areas Include medical and
surgical, public health and school nursing. Thirty-seven percent of the respond-
ing nurses report experience In community mental health centers, but only a
third of these have been employed by a center for more than 2 years. More thanhalf (51 percent) of the nurses who currently work in the centers do so on a
full-time basis, and 24 percent work there 10 hours a week or less.

Mr. FLoon. Will you also please provide the committee with a copy
of the report ?

Dr. PLAtir. Yes, sir.

PHASEOUT OP SUPPORT POR MENTAL IIEALTII TRAINING PROGRAMS

Mr. FLoon. In this proposal to phase out mental health training sup
port, which is in the budget, is that essentially the same as you had
in last year's proposal?

Dr. tOEBERO. Yes, sir: the mental health training grants go partly to
the institution to strengthen it and partly to the students.

Mr. FLOOD. Last year you proposed to fund some new kinds of
training programs which you called demonstration, projects, develop-
mental activities, and things like that, and continuing education. Dr.
Brown was very enthusiastic about this. So we all were. This year
despite all of that, they seem to be out along with all of the other
training programs. What happened? Did something happen on the
way to the forum or what ?

Dr. EGEBERG. There is a broad feeling in the administration that
training grants have accomplished what they were meant to accom-
plish. Categorical support for training programs are no longer consid-
ered to be a direct Federal responsibility and they are being phased out.
This applies to all training programs except the research fellowships
pro m which will be continued.

Mr. FLoon. For the record let's have a statement containing all the
persuasive arguments that you can think of for the phasing out of
the NIMH training programs. And, two the revised versions of the
two tables on pages 26 and 27 of the justifications reflecting when you
do the 1973 appropriations that were released in 1974.

Dr. EGEBERG. I think they are reflected.
Mr. Frkon. This is for the record. Two, funding grants of 2 years,

and three, the comparable amount in 1972 and 1973. You can sea
what I am doing.

Dr. EGEBERG. You are going back to 1972.
Mr. FLOOD. Watch your flanks.
A table showing the number of trainees supported, and by academic

field, in 1971,1972,1973,1974, and 1975.
[The information follows :1

RATIONALE FOR PHASEOUT OF TRAINING PROGRAMS

Manpower and training support Activities were inaugurated In 1947 to help meet
a nationwide shortage of mental health manpower required to satisfy growingdemands for mental health services. Federal support involved two closely Inter-related components:

1. Assistance to medical schools and other healthrelated professional and
academic Institutions to develop their teaching capability in psychiatry, psy-
chiatric nursing, psychiatric social work, and psychology.
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2. Assistance to students through stipends for professional training in
mental health fields.

These two basic thrusts have continued to date, with training funds being about
equally distr4buted between the two components. Today, the great majority of
professional schools and academic institutions providing graduate education In
mental health specialties derive some significant portion of their funding for
teaching activities from NIMH programs. Similarly, though to a somewhat less
extent, students entering these fields receive financial support through NIMH
stipends. In addition, students not receiving direct stipend support, benefit from
institutional teaching capability developed through NIMII support.

It is now believed that these programs of Federal support in mental health
manpower and training are no longer required. Professional schools and academic
departments, having built a reasonable teaching capability through NIMH sup-
port, should now be able to compete for continued funding from other sources.
Graduate and postgraduate students entering the mental health professions can
secure loans or, where eligible, apply tor the expanded general educational assist-
ance available to all graduate students through the Office of Dclucation.

Although some mental health manpower shortages still exist in some geographic
areas, it is felt that these can beat be met through local rather than Federal
initiatives. Overall, the current production rate of professionally trained mental
health manpower, and the size of the current national manpower pool, appear
to be adequate to meet current demands for services.

With respect to the field of psychiatry, there is a continuing and substantial
Inflow of foreign medical graduates who enter this specialty, again serving to
offset the need for special Federal support to increase the numbers of physicians
in this field.

It is felt that the same general principles also apply to training activities in
research training, everimental training, continuing education and paraprofes-
Menai training. It shonld be noted that it Is proposed to continue a small program
for pottdoctoral research fellows In priority mental health research areal for
which a manpower shortage has been established. Similarly, it is felt that there
is no need to continue a program of technical assistance to State and local mental
health authorities since such assistance can be obtained from sources other than
the Federal Government.

In accordance with the foregoing, therefore, all mental health manpower and
training activities are proposed for phaseout, beginning in fiscal year 1076 (except
for the small program for postdoctoral research fellows),

No new awards are projected for any training grants (either for institutional
or student support) during fiscal year 1975. Technical assistance activities to
States and localities in the area of training and manpower development will also
be phased out in fiscal year 1976.

MULTIYEAR FUNDING OP TIIAFNING GRANTS

In fiscal year 1972, eight training grants totaling $936,000 received full funding
on a multiyear basis. Of these, three grants totaling $404,000 were National Insti-,
tute of Mental Health trebling grants, while the remaining were administered by
the National Institute on Alcoholism and Alcohol Abuse. In fiscal year 1973, five
training grants totaling 3485,000 received full funding on a multiyear basis from
the National Institute on Drug Abuse.
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: TRAINEE $T1/END AND RESEARCH rettosittm

**bar of Trainee Stipends or rellovAit, Awards

rorakip_MseilineorPat174Est..1'
. .

Trpintng Crania VA
3,560
(1,820)

(1.407)

(333)

3,032
(2,022)

(580)

(401)
(29)

1,328

1,420

313

.

.

ita
546
90
41
-

11141 iii12.
,. . .. ,

3,342 1,480
(1,852) (1075)
(1,310) ..

(180) (105)

3,273 2,753
(2,241) S1,879)

(551) (537)

(428) (315)

(50 (22)

1,287 812

1,476 1,044

328 605

-

93 123

la lit
387 129
100 39
66 30
.. . -

lAtil.
.

2,585
(1,739)

(635)

(171)

3,111
(2,129)

(523)

.(40))

(52)

1,098

1,402

312

..

88

112.

.

,, 12S
4

12

AA.7 Et

1,422

(1,296)
.-

(126)

2,294
(049)

(386)

(300)
(39)

718

1,033

230

65

3111

..

277
-

28

Psychiatry :
Graduate
"Undergraduate"
C4o4rel Practitioner

Behavioral Sciences
Psychology
Social Sciences
Biological Scivocas
Special Programs

Psychiatric Pursing

Social Vatk

tsperimental/Special

Continuing Educatioat

liev Careers

Zola..W...p.li .a

Ptedottoril
Postdottoral
Special
Institutional Aturdo

1/ these are the numbers of stipends that could be supported under the
policy of program phase-out. Restoration of funds appropriated in ry
1973 made it possible to provide additional stipends, but the numbers
of such additional *yards Cannot be reported accurately at this time.

I/ Trainee stipends arm not usually provided in continuing education
tritr400 since, in general, the training is on a short -term or part-time
sia.

April 11, 1974
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DEc1,1141E Olr 11):ROIN ADDICTION

Mr. noon. Are there grounds for believing that heroin abuse is on
the decline?

Dr. EMERo. Yes, sir. The man sitting behind me can speak very
clearly to that. Dr. DuPont.

Dr. DuPoNT. One of the main indicators reflecting the decline has
been the reduced demand for treatment relative to the total treatment
capacity. As a consequence waiting lists of heroin addicts seeking
treatment are virtually a thing of the past, particularly in the larger
cities of the United States.

Simultaneously there has been a reduction in the overdose death rate
and a reduction in the serum hepatitis rate related to the abuse of
heroin. This decline in heroin abuse is now a common report from most
cities in the United States.

Mr. FLOOD. Give us any statistics that you have on the incidence of
heroin addiction compared with past years for the number of years
you think would show the picture.

Dr. DUPONT. Yes, sir.
[The information follows:]

STATISTICS ON Tilt INCIDENCE OF RIMY!? ADDICTION

A number of indicators illustrate the downward national trend of heroin
addiction.

1. New heroin addicts reported to the Bureau of Narcotics and Dangerous
Drugs (BNDD) by State and Local jurisdiction during the years 1967 to 1972
increased from 6,009 to 22,383, but dropped to 16,448 In 1973.

2. The National Institute on Drug Abuse reports that during the period
1066-73, of the number of patients admitted for treatment of heroin abuse for
the first time at reporting clinical facilities in 82 indicator communities, those
who used the drug for the first time rose from 675 In 1066 to a peak of 1,51:03 in
1969, and then dropped to 115 In 1973.

3. The Drug Enforcement Agency reports heroin-related deaths in the United
States have de-,..lined significantly, with 01 cities reporting a total of 51 during
the second quarter of fiscal year 1973, 15 during the third, and 14 during the
fourth.

4. The Drug Enforcement Agency also reports that in 24 major U.S. cities the
number of narcotic (including heroin) addicts dropped by 15,964 from June 80,
1972 to June 30, 1974.

Mr. FLOOD. To what do you attribute this decrease in heroin addic-
tion?

Dr. DUPONT, There are three factors that have contributed to it.
First is the availability of treatment. For many years in this country
people addicted to heroin had no access to treatment. Their only re-
course was to manage their habit by turning to the pusher which
necessitated, in many cases, adjusting to a criminal lifestyle. So that
is one.

Second, the law enforcement and international efforts aimed at re-
ducing the supply of heroin have had a remarkable degree of success
particularly in the last. 18 to 24 months.

Finally, and perhaps most importantly, there is a considerable
change in community attitudes, particularly among young people who
now see the self- destructive aspects of heroin use.

Mr. Vizor.. How long have you been onboard, Doctor?
Dr. DuPorr. I have been fighting the heroin problem for IS years,

first with the District of Columbia.



410

Mr. FLOOD. In this shop?
Dr. DUPONT. I have been with this shop 9 or 10 months.
Mr. FLOOD. You have been around town 9 or 10 years?
Dr. DUPONT. Since 1936.

NUMBER OF MARIHUANA USERS

Mr. FOOD. Is use of marihuana increasing?
Dr. DUPONT. No, it is not. 1n part, the number of marihuana users

appears to have stabilized within the last year or two, which is a re-
markable finding.

It appears that among the adults in the United States, that is, people
who are 15 years of age and older, that about one in seven have used
marihuana. That number has been relatively constant for the last 2
years. This is a change from the previous 6 or 8 years when each year
saw a rather dramatic increase over the previous year. I don't want to
make too much of that but it is a change from progressive increases to
relative leveling off in terms of the amount of marihuana used in the
United States. We estimate there are about 13 million people in the
United States who now use marihuana on a regular basis and about
25 or 26 million who have used it at least once.

Mr. noon. With all of the research going on in connection with
marihuana and the use of marihuana, what does it indicate with rela-
tion to harmful effects, if any, from the use of marihuana?

Dr. DriPovr. I don't think one can say marihuana is a safe drug. On
the other hand we have not found to be true the dire predictions of
earlier years which forecast serious physical problems arising from use
of the drug.

At the moment our primary concern is with the effect of the intoxi-
cation itself; for example, on driving performance studies have shown
that marihuana intoxication can affect both motor and intellectual
performance. Marihuana smokeos, like people who drink alcohol, often
recognize that they should not use the drug when they have to con-
centrate. It diminishes their ability to perform work and drive vehicles.
In terms of long term

HARMFUL EFFECTS OF MARIHUANA

Mr. FLOOD. Harmful effects?
Dr. DuPox.r. A number of question marks still remain but we have

not found chronic harmful effects from the use of marihuana. We are
concerned about the long-term effects of regular use of large amounts
of marihuana over time.

We are still quite concerned about the irritant effects on the lung of
inhaling a foreign substance. This concern is similar to the problem
of tobacco smoking. I would point, out to you, Mr. Chairman, that
marihuana smokers, unlike cigarette smokers, rarely smoke continu-
ously throughout die day. Even a heavy marihuana smoker rarely
smokes more that once or twice during the daywhereas, as you know,
the typical cigarette smoker smokes 10 to 20 cigarettes a day. So the
amount of irritants entering the lung is quite different in the two
situations.
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Mr. FLooD. When you say smoking of marihuana cigarettes, is the
reaction immediate

1)1% DUPONT, Yes, sir.

REDUCTION IN BUDGET REQUEST FOR DRUO ABUSE PROORAMS

Mr. FLOOD. Dr. Egeberg, has the situation with respect to drug abuse
unproved any at least to the effect that we can afford to cut in the
spending for all of your drug abuse programs?' Can we afford to cut
this by $55 million as is proposed in the budget ?

Dr. EDEBERO. There are a number of reasons why this is logical.
I would rather Dr. DuPont gave them.

Mr. FLOOD. A number of reasons why it is logical to cut $55 million
in the drug abuse program I

Dr. DtiPoNr. It is not logical to reduce our capacity to respond to
the drag abuse problem. This budget, while it appears to indicate that,
in reality does not for a number of reasons.

The primary one is that we had funds available for fiscal year
1975 in the Department of Health, Education, and Welfare from fiscal
1073, these were not impounded funds but funds appropriated with
2-year availability, Because of this, these funds are available for
obligation in fiscal year 1974.

Since we have sufficient funds to in our fiscal year 1974 appropria-
tions to maintain present treatment capacity we will utilize $17 mil-
lion of these funds to pay fiscal year 1975 continuation commitments.

In addition we had a number of treatment service contracts that
were of a 1-year nature; theSe were set up to deal with the crisis facing
us a year ago, This crisis has been met and we are now able to meet
treatment demands within our regular treatment service programs.

Finally there is a reduction in the amount of Federal participa-
i ion in these programs as most grants are funded with a declining
matching Federal rate.

I am saying that there is no programmatic reduction in our ability
to provide treatment for drug abuse reflected in the fiscal year 1975
budget even though the numbers might, at first sight suggest the
contrary.

Mr. Pimp. I will tell you what you do. That is quite a statement.
This is an appropriations committee. Will you try when you get the
record to translate that for the record into c)ollars and come out with
$55 million. I dare you.

Dr. DuPorrr. I think I can come close and will accept the challenge.
[The information follows:]

Exer.AvATIOX Or $55 MILLION RrnuerioN IN bhUO ABUSE

The reduction of $55,799,000 In drug abuse programs Is the net result of a num-
ber of changes. The majority of the reduction occurs in the Institute's training
program and community program of project grants and contract,: for treatment
and rehabilitation and demonstration.

The reduction in the training prOgram area is $5,1:0,000 and refletts the Ad-
ministration's decision to phaseout Federal support for categorical training
prOgrams.

The reduction for community programs is $60.049,000: however, this reduction
is partially offset by an Increase of $10 million for formula grants to States. De-
spite the reduction in the level of obligations for project grants and contracts, It
Is important to emphrnsize that our existing treatment capacity will be maintained
at the current level of 95,000 slots In both fiscal years. This level is adequate to
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support not only all addicts who volunteer for treatment but others as well that
will be brought into treatment programs as a result of an expanded outreach
program.

There are three major reasons why the Drug Abuse Institute will be able to
maintain its existing treatment capacity despite a reduction in funds. First,
since we already have adequate funded treatment capacity excess funds are
available in 1074 to forward fowl grants that would normally be funded in fiscal
year 1975. The amount of money involved is $17 million. Rather than have these
funds lapse In the current fiscal year, we are proposing that they be used to
fund in advance the continuation costs of a number of grants that will require
continuation support in fiscal year 1075, An alternative would have been to
allow this excess to remain unobligated this fiscal year and increase our 1975
budget request b; $17 million.

The second reason for the reduction results from the fact that a number of proj-
ects which will be funded in the current fiscal year will not require continua-
tion support in fiscal year 1975. These are primarily contracts which were re-
quired for 1 year only to quickly expand treatment capacity in areas where the
demand for services exceeded the capacity. In the future, this demand will be ab-
sorbed within existing community treatment facilities. The fiscal year 1074 level
of these nonrecurring coats is approximately $14 million.

Finally, the majority of treatment project grants and contracts supported by the
Drug Abuse Institute are awarded on a matching basis. This means that non-
Federal funds are required to match Federal hinds awarded on each project. Un-
der existing regulations the non-Federal share for each project increases annually
thus reducing the Federal commitment. This decrease in the Federal share of
each project accounts for most of the remaining reduction in community pro-
gram funding requirements.

Mr. FLOOD. The Secretary recently wrote me a letter, Doctor, propos-
ing to reprogram $10 million from project grants to formula grants in
fiscal 1974. Is this reprograming reflected in your budget request?

Dr. DUPONT. Yes, sir.
Mr. FLOOD. And then, of course, for the record you will show us to

what extent and why.
Dr. DUPONT. Yes, sir.
[The information follows:]

REPROGRAMING or PONDS rce DRUG ABUSE FORMULA GRANTS

It is the intent that the Federal role in drug abuse activities shift in emphasis
from the direct performance of drug abuse preventive functions to a more sup-
portive role. Full attention is being given to preparing State and local agencies
to become the primary focus of future prevention activities.

In light of this it is appropriate and desirable that $10 million be reprogramed
from drug abuse treatment projects to formula grants. The funds are available
for reprograming from the $31.9 million unobligated balance from the fiscal year
1973 appropriation carried over for use in fiscal year 1974. This will provide
States with additional resources to assume a greater responsibility for all phases
of drug abuse programs including planning, treatment services, information devel-
opment and reporting, prevention, training and program administration.

FORMULA FOR DISTRIBUTINO DRUO ABUSE GRANTS TO STATES

Mr. FLOOD. Are you proposing a change in the formula for distribu-
tion of the formula grants in drug abuse?

Dr. DoPoNT. Yes, sir, we are.
Mr. FLOOD. Tell me about that change in the formula and when will

the new formula go into effect?
Dr. DUPONT. The new formula will go into effect in fiscal 1974. Be.-

sically it represents a relatively modest change made in response to
requests by the States. We have moved away from a special formula
for drug abuse to the general Health, Education, and Welfare formula,
which States are much more comfortable working with.
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EXTENT OF ALCAMO!' PROBLEM

Mr. FLOOD. Doctor, will you give whatever statistics you have.
You gave some attention to it in your statement. Will you give us what
over statistics you have which indicate the extent that alcoholism still
exists, how many alcoholics in the United States, is the problem getting
better, is it getting worse, .

Dr. Einem. I think Dr. -Chafeti "Would like to Say it- feit wordron-
this.

Dr. CHAPETZ. I was struck with your questioning of Dr. DuPont
about the apparent decrease in heroin in this country as well as the
apparent stabilization of the former increase of marihuana fuse. The
same does not hold true in the situation of alcohol abuse and alcohol-
ism. As a matter of fact, There is increasing evidence that the reason
perhaps that young people are no longer using heroin, and not increas-
ing their use of marihuana, is because they switched to our drug, alco-
hol; there is increasing evidence that along with the increasing use
there are increasing problems.

For example, a recent comparison of the FBI Uniform Crime Sta
tistics show that among young men below the age of 18, there was a
200-percent increase in arrests for alcohol intoxication in the 10-year
comparative study and among women below the age of 18, the arrest
record for alcohol intoxication rose by better than 300 percent..There
are other indicators that show that the big switch is on from other
drugs to alcohol with, of course, the attendant problems that the adult
population has already suffered and is continuing to suffer.

Mr. neon. Is there any indication that the money that has been
spent in combating alcoholism iwe started the attack in the past sev-
eral yearshas had an effect?

Dr. CISAPETZ. I think We must be realistic. As you well knovy, Mr.
Chairman, this has been a problem that goes back to the beginning of
our country and this is really, with the creation of the National Insti-
tute some 3 years ago, the first concerted Federal attack on this. .

I would loath to tell you that we have licked the problem, as much as
I would like to say that. I think we have made important inroads.

For example, since the creation of the Institute all 50 States now
have significant alcoholism programs going. Forty-nine of the 50
States have occupational alcoholism programs going. The Indian peo-
ple who have been ravaged by alcoholism, with twice the national inci-
dence, have their own Indian alcoholism program going and showing
remarkable changes.

Let me give you some statistics. Prior to the establishment of the
NIAAA Indian alcoholism program, no self-respecting Indian person
would go to AA. The attendance of the group setup among the Indian
people was zero.

In the interim, since we have begun funding Indian alcoholism
programs, there aro more than 100 AA groups for Indian people.
Tho recovery rate' their program shows us that 50 percent are re- ---
covering in remarkable ways as reflected in their drinking, patterns,
in their ability to earn a living and get off welfare rolls. We are very
enthusiastic.

I must say to you that our evaluation systems show in other areas,
some of our money is net bringing the results we want. Some of the

32-029 0 - 74 - 27
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people are still doing more of the same, waiting for the late stages, not
reaching out, and we have to make some important impact.

Mr. FLoon. That is an excellent statement you have made on both
questions.

Dr. C1FAFETZ. Thank you.

PROPOSEll REDu mos IN ArPRorRIATION FOR NIAAA

Mr. Fr.000. It makes me ask this question: The budget proposes to
cut appropriations for alcoholism, all the programs, despite what you
have just said, $38 million. Why do you cut it 1 Is that because the
problem has become, in spite of what you say, less serious or is the
program despite what you said ineffective or are there other reasons

Dr. CHAFETZ. I think, as you well know, as chairman of the Appro-
priations Subcommittee, money doesn't always reflect interest in seri-
ousness of a problem. I think that the issue is as follows:

Of course you recognize as well as I that this is an unusual budgetary
exercise because we have the release of impounded 1973 moneys as
well as the increased appropriations for 1974.

For example, in the category of research, the President's budgetary
request shows an increase in research money. Training and community
assistance decrease but there are very good reasons for that.

First of all, remember that the alcoholism program has a strong
formula grant. program.

Mr. FLOOD. Programs. What I am asking about is the $38 million cut
in programs.

Dr. CHAFETZ. You have got to remember, Mr. Chairman, many of
our projects and programs were demonstration studies, and they are
reaching the conclusion of their studies with the intent and hope that
State and local communities will take over their financing.

Mr. 'keen. Of course you arc asking now $1,700,000 for research
contracts.

Dr. CHAFETZ. Yes, sir.

PROPOSED INCREASES 1075 FOR ALCOHOL RESEARCH CONTRACTS

Mr. FLOOD. To who:n do you award these contracts? You want $1.7
million for contracts. Wilo gets theeontracts. what kind of research?

Dr. CHAFETZ. One of the things we are busily studying, Mr. Chair-man, is the fact
Mr. Amp. Who gets them in the first place?
Dr. CuAmrz. Strangely enough we have put out a RFP forprivate
Mr. FLOOD. Better translate that for the record.
Dr. CitArErz. I may not be able to. That is a request for a proposal,

published in the Commerce Business Daily, for private profitmaking
organizations,. private nonprofit institutions, universities, or other
institutions to _do some specific kind of alcoholism research -under
contract. The $1,700,000 in the 1975 budget for research contracts will
be used for contracts to study the drinking practices and/or char-
acteristics of alcohol abusers, innovative treatment techniques, and
the interaction between alcoholism and other diseases. The results of
the studies will be available for publishing in the third special report
on alcohol and health to be submitted to Congress in 1976.
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sr. summits HOSPITAL

Mr. FLOOD. There is no budget request before the committee for 1976
for St, Elizabeths Hospital, because it is proposed to transfer the
Hospital to the District of Columbia, Has legislation to transfer the
hospital been ii.troduced in Congress? If so, when was the legislation
introduced?

Dr. PLAUT. Identical pieces of legislation have been introduced in
the House and Senate. On July 20, 1973, Representative Quie intro-
duced H.R. 9457 which was referred to the Committee on Education
and Labor. On August 2, .Senator Javits introduced. S. 2326, which
was referred to the Committee on Labor and Public Welfare.

Mr. FLOOD. Have hearings on it been scheduled f
Dr. PLAUT. No, Mr.
Mr. FLOOD. Is there any indication whatever that Congress mightact

favorably on such legislation?
Dr. PLAVT. To my knowledge, we have received no definite indica-

tions either for or against the legislation. My impression is that con-
gressional opihion generally favors the principle of transfer to the
District, but there are some differences of opinion over the matter of
timing.

Mr. FLOOD. How long do you plan to wait before sending up a budget
request for 1975 I

Dr. PLAUT. Since the transfer legislation is still pending, we propose
to welt until the legislation is acted upon. If the transfer legislation
has not been acted upon by June 30, 1974, we plan to submit a request
for special continuing resolution authority to continue the operation
of St. Elizabeths, into 1975, under its present Federal status,

iMr. FLOOD. Please place in the record the proposed 1975 budget for
St. Elizabeths Hospital.

Dr. PLAUT. I will be happy to do so. This will be the budget which
assumes the transfer, and requests the establishment of a Federal
payment to the District of Columbia.

['rho material follows:1

ST. Emmet:1'11S HOSPITAL (REFLECTS PROPOSED TRANSFER IV
DISTRICT OF COLUMBIA)

APPROPRIATION ESTIMATE

[ST. ELIZABETIIS HOSPITAL]

(For expenses necessary for the maintenance and operation of the hospital,
Including clothing for patients, and cooperation with organisAtions or individu-
als fir the scientific research into the nature, causes, prevention, and treatment
of mental Illness, $38 million or such amounts as may be necessary to provide a
total appropriation equal to the difference between the amount of the reimburse-
ments received during the current fiscal year on account of patient care provided
by the hospital during such year and $59,524,000.]

(Department of Health, Education, and Welfare Appropriation Act, 1974.)

PAYMENT FOR SAINT ELIzABEIHS HOSPITAL

For payments to the District of Columbia for the care of Federal beneficiaries
at Saint Elisabeths Hospital. and in partial support of the cost of operation and
maintenance of the hospital, $42,340,000.'

Legislation has been introduced pronosing that the hospital be transferred to the
District of Columbia. As part of the transfer arrangeent. the Department has proposed
a new appropriation. "Payment for Saint Ellsabeths Hospital."
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DEPARTMENT OF HEALTH, ECNCATION, AND WELFARE

SAINT ELUABETHS HOSPITAL

Amounts Available for 0bligation

... 1972

Appropriation $39,910,000 $42,340,000

Receipts and Reimbursements froms

Federal funds 690,000
Trust funds 300,000
Non-Federal sources 22,408,000

Total obligations $63,308,000 $42,340,000

Obligations by Activity

1974 1975 Increase or
Estimate Estimate Decrease

Pos. Amount POS. Amount POs, Amount

Clinical & Corr
munity Services 4,132 $63,308,000 .4,132 -$63,308,000

Payment for
Saint Eliza-
beths Hospital .-- $42,340,000 '42,340,000

Total ob-

ligations 4,132 63,306,000 ... 42,340,000.4,132 .20,968,000
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Obligations by Oblect

1974
Estimate

-------...

Increase
1975 or

Estimste Dlerease

-Total number .of.permanent positions

Full.time equivalent of all other
positions

Average number of all employees

4,132

134

4,125

ema
-4)

NI Ile -134

-4,125

Personnel compensation:

Permanent positions $43,988,000 413$988P000.

Position other than permanent 4,55,000 - -- -1,555,000

Other personnel compensation II 3,104,000 -3,104,000

Special personnel service
payments

Total personnel compensation

Personnel benefits

Travel and transportation of

52,000 -52p000

48,699,000

4,210,000

.48,699000

.4,210,000

persons 240,000 MONO -240,000

Transportation of things 117,000 a.. -117,000

Pent, communications & utilities 936,000 136,000

Printing and reproduction 42,000 0.42,000

Other services 1,819,000 3,717,000 +1,898,000

Supplies and materials 6,155,000 - -- 4,155,000

Equipment 937,000 -937,Ooo

Lands and structures 176,000 .176,000

Grants, subsidies and contributions 38,623,000 +38,623,0o6

Insurance claims and indemnities 3,000 3,000
Subtotal 63,334,000 42,540,000 0:994,000

Deduct charges for quarters -26,000 +26,000

\M.N.

Total obligations by object 63,308,000.42,340,000 !.20:904.._,_
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gwrinary of *lames

1974 estimated obligations 63,308,000
1975 estimated obligations 42,340,000

Net change 20,960,000

Increases:

A. YTOgralt

1, Establishment of
special account for
payment to Saint Eliza-
beth:: Hospital

pecreases:

A. Program:

1. Transfer of Hospi-
tal to District of
Columbia

Net Change

Base C:.ange from Base
au Amount au ,AmOunt

11.111. 41.0.11 NNW +42,340,0(0

4,132 $63,308,000 .4,132 -63,308,000

.4,132 -20,968,000

Explanation of Changes

Increases:

A, Program:

1. A new appropriation is proposed kich will be used to
reimburse the District of columblafor treatment and
care of Federal beneficiaries uho will remain at Saint
Eliaabeths Hospital, nnl to pay a subsidy for the
partial cost of care of District residents and partial
costs or the Hospital's training and research programs.
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petreaseet

As froqamt

is Legislation has been introduced proposing that the
organizational placement and administrative control
of the Hospital be transferred from the Federal
Government to the District of Columbia Government,
Under the terms of the proposed legislation, the
District Government will ossume programmatic and
budgetary responsibility for the Hospital on the
ninety.first day after enactment of the legislation.
This estimate assumes that the transfer will be
effective beginning in FY 1975. The $20,968,000
net decrease in obligations results principally
from the removal of reimbursement income from the
Federal account. undbr the terms of the transfer,
reimbursement income will be budgeted for by the
District Of Columbia.



420

duetifitatiO4

SAMT ELIZABETHS HdOPITAL

1974 1975 Increase or
Estimate Estimate Decrease

W.,. Amouni, WA 611o2Bi WA &E MI
Personnel Commie
tiOn & benefits .. 4,132 02,909,000 .. - -. .4,132 452,909,000

Other Expenses .... ... '10,425,000 - -- 42,340,000 ... 011915,000

Deduct charges for
AUeiteri . -26,000 . -- .... ... 426,000.

Total 4,132 63,306,000 . 42,340,000 -4,132 -20,968,001

- 1 -

General Statement

Legislation is now pending before Congress transferring the prO4ram and
fiscal control of the Hospital from the Federal Government to the District of
DOlUmbia. Under the terms of the legislation, the District of Columbia will
budget for and justify ths operation of the Hospital under its own appropri.
;atom,. An appropriation for a Federal payment to the District is proposed
for FY 1975. Its nature and content are described in the material which
follows.

a. Clinical and Community Services:

Saint Elizabeths Hospital provides treatment and rehabilitation for
approximately 10,200 individual patients annually, with an estimated daily
average of 2,950 inpatients and 2,750 outpatients. The Hospital operates a
forensic psychiatry and security facility for the examination, treatment and
rehabilitation of patients referred by the courts. The Hospital also operates
a comprehensive community mental health center, which serves about 175,000
residents in the southeast quadrant of the District known as "Area D". Saint
Elizabeths also provides treatment, care, and rehabilitation services for
various patient cate.:ories includitv U.S. Nationals who become mentally ill
while abroad, residents of the Virgin Islands and U.S. Soldiers' Home, and
other cateories of Federal beneficiaries. The Hospital conducts a clinical
research pro;,,ram for the purpose of obtainia; a better-understanding of the
caused of mental disorders,,and the factors bearing upon their development,
treatment and possinle prevention. Saint Elizabeths also provides multi-
disciplinary clinical trainin.; for professional and ancillary personnel
.engaged in or interested in mental health activities.
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TrAnsfer Of;HOsDiti;

Over eighty-five percent of the inpatients and virtually all of the
outpatients at Saint Elizabeths are residents of the District of Columbia.
Transfer of the Hospital will provide needed local control over the treat.
tent programs, and hospital operations affecting those patients. local
control will alpo ensure better integration with othei mental health pre
grams of the District's Hunan Resources Department. FUrther, transfer of
this facility is expected to promote a more efficient operating relation.
ship with the District's criminal Svelte system. The proposal it con -
sistent with the Department's policy of state and local control of programs
that provide direct patient, treatment.

Under the terms of the proposed transfer. the District Government will
assume budgetary responsibility for the Hospital on the ninety-first day
after enactment of the transfer legislation. For planning purposes,
the transfer of the hospital to the District Government 14 assumed to be at
the beginning of VI 1975; therefore, no funds are requested Under this
_activity_to stipport direct operation of Saint Elizabeths by the Department.
DHEirpaytiriti bUdgeted under'a-new
"Payment for Saint Elizabeth. Hospital".

06 Payment for Sainte Elizabeths Hospitals

Funds in this activity will be used to reimburse the District of -1

Columbia for the full cost of treatment and -care of Federal beneficiaries
. who will remain at the Hospital after the transfer, and to -pay the first
increment of what will ultimately be a subsidy to the District of Columbia.
The subsidy will cover the partial cost of care of patients who are reai'
Cents of theDistrict, or who are eligible for treatment by the Hospital'
by reason of their having been found in tne District. The subsidy will
also cover the partial cost of clinical training and research. The pro-

: POrtion of Federal,support to the total of the treatment, training and
research costs specified above will remain relatively stable for the first"'
five years (approximately 63 percent). From the sixth through tenth years,
the level of support will decrease on a straight-line basis, reaching zero'
in the eleventh year. Ultimately, the Federal share of the operation will
be limited to reimbursements for the treatment of Federal beneficiaries.
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CLINICAL AND COMMUNITY SERVICES

mmzutes e a 1L&*Licl*co litthae t

1975
_1974

Iuiget tstimate
t4m1 AmthoritaMAII Mead

4,132 439,910,000

inff Saint Elizabeths Hospital proVides mental health treatment, care
abilitation services. The Hospital operates a security treat. -

sent facility and a comprehensive mental health center which services
District of Columbia residents in the southeast quadrant of the city. Saint
tlizabeths also conducts a clinical research program and provides multidis-
ciplinary clinical training for professional and related personnel.

pplanatiow The Hospital operates with an indefinite appropriation, Which
--fixes a total operating ceiling-and provides that direct Federal-appfdpiii.--

tions will mike up the difference between the total authorized ceiling and
the amount of reimbursements received during the year. Virtually all roils-
buraements received. are for inpatient care. The paincipal reimbursing agency
is the District of Columbia.

Accomplishments in 1974; The Hospital continued further implementation of
the unit plan with emphasis on the team approach in the treatment and care of
patients. Admissions reached an all time high of 4,300; however, by provid.
ing more intensive early inpatient care and through continued emphasis on the
early return of patients to productive coftunity life, the Hospital was able
to discharge a record high 4,100 patients and to achieve a slight redaction
in the average daily patient load. Over 10,200 patients were treated, in.
eluding an average of 2,750 outpatients. The narcotic addiction_ program is
being expanded to serve approAlmately 75 patients. Intensive care units are
being established in the Medical and Surgical Branch.

Objectives for Iv,: For budget planning purposes, Saint Elizabeth; is tobe transferred to the District of Columbia at the beginning of 1975.

,,..
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PAYMENT FOR SAINT ELIZABETHS HOSPITAL

Program Purpose and Aecompliohments

1975

Authorization nu Amount
rr $42,340,000

DZP..set To provide an orderly transition from Federal to local control.

yxplanationt This activity will be used to reimburse the District of
-Columbia for treatment and care of Federal beneficiaries who will remain
at Saint Elizabeths ::ospital, and to pay a subsidy to the District of

. Columbia. The subsidy-will,coverLthe.partial.cost oteamot.Distriet_
of Columbia residents and partial costs of clinical training and research.
Federal support will be approximately 63 percent of the Hospital operating
costs durin3 each of the first five years after transfer, and will there.*
after decrease on a straight line basis to zero in the eleventh year.
Ultimately the Federal share of the operation will be limited to reimburse-.
ments for the treatment of Yedc.xl beneficiaries.

AcCemulishments in 197ht Legislation has been submitted transferring
program and fiscal cv.ltrol of Saint Elizaboths Hospital from the Fedellt1
Government to the District or Columbia. Under the terms of the forth,
coming transfer, the District will budget for and justify the operation
of the hospital under its own appropriations.

Objectives for 1975: It is our goal that Saint Elizabeths Hospital will
6 placed under District of Columbia control as of July 1, 1974. Using
the Federal pint mechanism and by providing technical assistance and
guidance to the District, the Alcohol, Drug Abuse, and Mental Health
Administration plans to assist the District of Columbia in its effort to
convert Saint Flizabuths Hospital into a viable and effective component of
the city's total mental health system.
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SAM LL/ZAWTHS HOSPITAL

peimbursement Detki;

1974 1975
XAtimate ystim40 a/

Reimbursements from Federal
and Trust Funds:

Veterans Administration $19,200
U.S. Soldiers roma 38,500
Public Health Service (Indians) 57,700
U.S. Nationals 479,700
U.S. Prisoners 76,900
Soc. Sec. (Medicare payments) 300,000

__General Services-Administration 18,000

000
isdom

000
wimm

0.1040

Subtotal 990,000

Payment received from Non,Federal
Sources:

District of Columbia
Cafeteria sales
Sale of scrap
Washington Opportunity for Women

Subtotal

Total reimbursements

Per diem rate:

22,309,000
87,000
8,000
4,000

22,403,000

23,398,000 sie

District of Columbia $24.53
Other 52.69

/ FY 1975 reimbursement, income for the Hospital will be reported
by the District of Columbia.
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SAINT ELIZABETHS HOSPITAL

Statement or Average Daily Patient Population

Be mburasble

1973

&Ina
1974

Estimate
1975WAWA

Public Health Service (Indians) 3 3 3
D.C. (Residents) 1,849 1,736 1,679
D.C. (Vol. and Non-protestinD 467 540 550
D.C. (Prisoners) 223 223 220
D.C. (Jury Trial) 27 26 26
U.S. Soldiers more 3 2 2
Veterans Administration 1 1 1

MIA Hatiot...118 .... ..... 00000000000 29 25 2Z

Reimbursable Totals 2,608 2,560. 2,510

lionreimbursable

Military 71 68 68
D.C. Hon- residents 213 227 227
Public Health Service 3 3 3
Virgin Islands 70 70 70
Other 29 22 , 22

NonreiMbursable Totals 386 390 3

Total in Hospital Patients 2,994 2,950 2,900
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Otsteopnt or Average DailY Patient PouletiOn

85.2milat=

D.C. Residents)
D.C. Vol. & Non...Prot.)

D.C. Prisoners)
D.C. Jury Trial)

1973

Will

Zia

1974
ystimall

2110

!lig
540
223
26

1975
Zettrnell.

-AI

MA
40.

fill

014

4.0

tA
%
ti
67

223
27
42 12

U.S. Soldiers Home 3 2
Veterans Adrdnistration 1 1 1
U.S. Nationale 29 25 25
U.S. Prisoners 6 4 4
Public Health Service (Indians) 3 3 3

_IQ§ ...192 ga,V4.AtrilopilxATroll

D.C. Residents) ... ... ft 19.5

D.C. Vol. & lion- Prot.) ... ... 550
D,C. Prisoners) ... ... 220
D.C. Jury Trial) ... ... 26
D.C. (Non- residents) ... ... 227

itAr. __av2 161
227 ,1100D.C. (Non-residents) a13-

Military Services 71 68 68
Public Health Services 3 . 3 3
Virgin Islands 70 70 70
Other 29 22 22

TOTAL IN HOSPITAL PATIENTS 2,994 2,950 2,900
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REOROAN IZATION

Mr. MICHEL. Dr. Egeberg, in this reorganization of yours, is our
mental health effort being downgraded, Did you wind up with al-
cohol, drug abuse, and mental health and wonder, "well, what can we
do with these leftovers," and just lump them together for lack of any-
thing better to do with them?

Dr. EMU°. I can assure you that the reorganization has in no way
downgraded the mental health efforts carried out by the National In-
stitute of Mental Health. Rather, the new organization gives appro-
priate visibility and leadership to the high-priority programs of drug
abuse and alcohol abuse, as well as mental health and illness.

Furthermore, these Institutes were not combined without any spe-
cifie purpose in mind. While each of these problems have some unique
features, they are by no means completely unrelated. As mentioned in
my opening statement there are a variety of interrelationships and co-
operative endeavors among the programs of the three Institutes. For
example, in treatment of these. problems, ,141),MHO's or their affili-
ates provide drug abuse services, and 210 provide

MENTAL BEALTII TRAINING GRANTS

Mr. MICHEL. The proposed reduction in the mental health training
grants program for fiscal 1976 is actually $59.9 million in obligations,
isn't it? And $34.6 million in budget authority? You are making new
awards this year, but you propose to make no new awards in fiscal
1975, so that $59.9 million cutwhich is almost exactly half the pro-
gram dollarsrepresents only new awards, is that right, What is this
group of people? Psychiatric training is the biggest single item in this
group of training programs, isn't it'? With behavioral science next,
then special and experimental, then social work, and psychiatric
nursing? As always, Doctor, we get down to the basic questionthe
nitty-gritty. Is there a need 'for these people to be trained, and if so,
where can they turn for support?

Dr. PLatrr. During the phaseout of training programs in fiscal
year 1975, NIMH intends to provide stipend support to all students
who have received a commitment from their institutions. In fiscal year
1974, NIMH provided stipend support to 8,596 Students, This num-
ber will be reduced to 5,762 in fiscal year 1975. There is!: need for these
people to be trained to fill positions in service, research. and training
institutions since some mental health manpower shortages still exist
in some geographical areas. If Federal stipends are not available
for them students they will have to turn to other sources of support to
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underwrite their training. Money might be made available through
stipends provided by the States using some of their revenue-sharing
funds for this purpose. In addition, graduate and postgraduate stu-
dents entering the mental health professions can secure loans or, where
eligible, apply for the expanded general educational assistance avail-
able to all graduate students through the Office of Education.

NON-YEDER.Ab SUPPORT Or COMMUNITY MENTAL HEALTH CENTERS

Mr. Micim. With respect to the community mental health centers
program, you say the justification that "those programs which
have operated efhciently will be able to obtain sufficient State, local,
and private moneys and third-party reimbursements to continue to
exist after their Federal support period has ended, as originally in-
tended at. the time of the legislation's initial enactment ". Have you

done a really serious study of the resources available to these
programs, outside of Federal support? Can you really back up that
statement with hard data, or is that more in the nature of a supposition
on your part? -A-re' youfiware any of -thesiiiifii-g-riftiiinif fiave
received revenue-sharing money?

Dr. Pwarr. First of all, Mr. Michel, I would like to point out that
data from 1972 indicates that the Federal staffing grant provides only
31 percent of the total operating costs of the average MHO. The re-
maining sources of finance are as follows: State fundS 31 percent; re-
ceipt for services, 22 percent; local funds, 10 percent; other Federal
funds, 4 percent; and miscellaneous, 2 percent.

. In addition, we have initiated several programs to increase funding
sources available to these centers. Over the past 6 years, NIMII has
developed and expanded a staff directed program of technical assist-
ance to community mental health centers through which fiscal and in-
kind resources for services have been identified as generally available
to centers. These include some 56 sources representing a variety of
categories including philanthropy, negotiated contracts with State
and local agencies and with unions, public and private insurance, and
medical assistance programs, and a number of Federal support pro-
grams other than those administered by NIMII. The technical assist-
ance program developed and conducted conferences on multiple source
funding and on fiscal management for center and State personnel in
each of the DREW regions between 1070 and 1973; and training po-
grams for State authority personnel on cost accounting, cost allocation,
and rate setting (46 of the States and territories participated).

The NIMII is currently launching An expanded technical assistance
effort under contract to improve the management capability and effec-
tiveness of centers through a combined training/consultation/model-
building effort directed to the development and effective utilization of
management information systems within the approximately 450 fed-
erally funded centers nationwide. This effort is designed to increase
the operational efficiency of centers in their continued efforts to obtain
increased State, local, and private moneys and third -party reimburse-
ments for services, and to continue to exist after their Federal period
of support has ended. Hopefully this will reduce some barriers that
exist within reimbursement, mechanisms upon which centers now de-
pend and will depend under a national insurance program. As an ex-
ample, a study of two of these mechanisms, medicare and medicaid,,
which now contributes only 8 percent of center. service support, con-
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eludes that, given a fully efficient and effective center management
capability, reimbursements could represent about 20 to 25 percent of
the centers' required income,

Further, sonic centers have in fact derived a limited amount of sup-
port from Federal revenue-sharing funds. The data on this source are
too fragmented and limited however, as to indicate any definite trends.

COMPREHENSIVE HEALTH INSURANCE PLAN

Mr. MICHEL. You also say on that same page, "In addition, the ad-
ministration's comprehensive health insurance plan (CHIP) is de-
signed to cover virtually all acute mental health care and treatment on
an equitalgle basis." Would you, for the record, spell out just how
CHIP would provide support for community mental health pro-
gamsl Would all of the services offered by these programs be eligible
for CI II P coverage I

1)r. PLAUT. We will be happy to provide that information for the
record.

[The- information follows:]
FrArtiar.8 Or THE COMPREHENSIVE HEALTH INSURANCE PLAN

The Comprehensive Health Insurance Act of 1074 includes the same mental
health care benefits in the proposed three programs. These are: the Employee
Health Insurance Plan (EMI)) which will be offered to most Americans under
OS at their place of employment, the cost of which will be shared between the
employer and employees; the Assisted Health Insurance Plan (AMP), cover-
ing low-income, unemployed, seasonably employed, disabled and high-risk poptt-
lations and those ineligible for the other two programs for which the Federal and
State governments will subsidize those costs beyond the means of the insured;
and the Federal Health Care Plan which will modify the benefits of medicare
for the aged to conform with the mandated health benefits. Although mental
health coverage will be identical, there will be different cost-sharing arrange-
ments such as deductibles, coinsurance and maximum liability applicable to
each program. Cost sharing under AMP and medicare will essentially be in-
come related.

As part of the stipulated minimum acceptable basic benefits required under
this bill, the same coveyage would be provided for such mental health related
benefits as posthospltal extended care, home health visits, and outpatient pre-
scription drugs regardless of medical condition. The SHIP and AHIP, which
wilt provide coverage for families with children include among the covered
preventive services, well-child care up to 0 which can be effectively used for early
case finding of emotional difficulties.

For treatment of mental illness, coverage for inpatient hospital services would
be limited to 30 days per year with each day of partial hospitalization counting
as one-half day of inpatient care. Coverage limits for mental health services
provided on on outpatient basis would be an annual cash ceiling established
by the Secretary in November of the previous calendar year. This amount would
be the estimated cost of 30 outpatient visits to a private practitioner for the
treatment of mental illness. The payment limit would be the full cash ceiling
for services provided in a comprehensive community care center (as defined in
regulations prescribed by the Secretary), and half of the cash amount when
provided by a private practitioner or by those programs which do not meet
the requirements established by regulations to qualify as a comprehensive com-
munity care center.

Benefit limits for covered services under CHIP are incorporated more fre-
quently for mental health care than for other covered services. However, since
the basic benefit package is the n..nimum acceptable level of coverage, a floor as
it were, employers will be free to offer new supplemental benefits which can
include more extensive mental health coverage. The millions of Americans now
covered by existing more liberal mental health benefits will also have the op-
portunity to retain coverage at that level. Of particular importance is the fact
that CHIP stipulates as minimum benefits more balanced and comprehenhive
benefits: that is, inpatient, partial hospitalization, and outpatient services, than
are currently available in most health insurance contracts and plans. Moreover,

32-029 0 7 14 - 2I
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the Stipulated universal benefit package is being proposed at a reasonable and
econotnieally bearable price tag for all Americans. The removal of major eco-
nomic barriers to care should result in greater accessibility to a range of services
which, It is hoped, will promote early case finding and treatment appropriate
to the patient's need In the community in which the individual lives.

However, the ultimate implementation of the design of CHIP will initially
be influenced by the regulations and guidelines that will be written upon enact.
ment of the legislation. Not only will it be the responsibility of the regulations
to define the various treatment modalities; that is, partial hospitalisation to as,
sure high quality and appropriate mental health care, but, equally important, the
regulatory definition of comprehenhlve community care center will give the 01")
portunity to reflect the potentials and strengths of organized mental health
service systems. We would hope that the contributions of such community mental
Health prograrrs as federally funded OMIIC's will be recognized in the regula-
tions. The CMHO's have long and successful experience with comprehensive
service 'programs and the appropriate balanced mix of treatment modalities to
meet the patient's needs at different phases of his illness. Moreover, the choice of
treatment modalities based on professional judgment rather than insurance
coverage not only leads to more effective treatment, but has also been found to be
less costly in the long run, both for the patient and his family add for society.

We anticipate that CHIP will enable OMHO's to continue to play a significant
role in providing mental health services to the American people, It is likely that

----- under-a-national health insurance program that-diminishes the financial.streas
associated with obtaining adequate reimbursement and revenue sources, OkIllas
will experience an overall increase in third party reimbursements for their serv-
ice programs. In addition, we would hope that as a result of the incorporation
of most of Medicaid into CHIP and the modification of the medicare for the aged
benefits, the existing provider restrictions and benefits reimbursement limits of
these programs will be carefully examined and either modified or eliminated.

Organized community mental health care systems such as CMHO's, by their
hature and mandate, are especially important in the rote of providing consulta-
tion and education to community agencies, professionals and such, related
human service programs as the schools, correctional systems, health care-
providers, and so forth. It would have been salubrious for the mental health of the
Nation it CHIP had been able to recognize the contribution of construction
and education as insurable covered services.

Federally funds OMIIC's must provide consultation and education as part
of the basic mandated service program. In the absence of insurance coverage,
CMHO's will have to seek continuing revenue to support these activities from
other resources, presumably from State and local tax funds.

REDUCTION IN GENERAL MENTAL HEALTH MANAGEMENT AND
INFORMATION

Mr. Miciiu. It isn't clear to me how much of the $6.4 million
reduction in general mental health management and information is
related to personnel and how much is a program reduction. Would
you clarify that for the, record, please?

Dr. E0EBF320. The President's budget was formulated at a time
when fiscal year 1974 National Institute of Mental Health em-
ployment levels were to be decreased by 194 over those originally
planned. This net reduction of $6,410,000 includes an increase of
$1 176 000 in mandatory items such as within-grade increases and pay
raises. The decrease related to the reduction of budgeted positions
from the original fiscal year 1974 employment level is $3,678,000.
The remaining reduction of $3,908,000 consists of program reductions
unrelated to personnel.

I should point anti- Mr. Michel, that a _decision has been made to
restore 1974 employment to its present level. Therefore we'iiiirre qu"ire
funds in excess of $16,753,000 to support operating costs in fiscal
year 1976, We will therefore be making a request to this committee
to reprogram funds from Alcohol or Drug Abuse research activities
to meet these payroll demands.
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VOLUNTEER HELP IN THE MENTAL HEALTH AREA

Mr. Miciin. In this field of mental health, there is a tremendous
amount of volunteer help and support across the country that is often
overlooked. For the record, would you give us whatever information
or estimates you have on the kind and amount of volunteer help
provided nationally in the mental health area*/

Dr. F.onerao. There is a tremendous amount of citizen volunteer
support, and help for alcohol, drug abuse, and mental health programs
Across the country. Hundreds of thousands of citizens participate
voluntarily in a variety of mental health activities. The forms of
participation include rendering direct volunteer services, baying on
mental health planning bodies, belonging to voluntary organizations
having special services programs, supporting new community serv-
ices, contributing to the growth and development of State and local
mental health services through membership on citizen boards, and
a host of other mechanisms affording opportunity for citizen volunteer

,--contributions to community service_efforta.,JhtA veringAll
..volunteer efforts in alcohol drug abuse, and mentor a pro-
grams is not available. I will provide information which is avail-
able for Community Mental Health Centers as an example of efforts
that are being made.

[The information follows 'I]
STAFF POSITIONS IN FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS BY DISCIPLINE AND EMPLOY.

We STATUS, UNITED STATES, JANUARY 1813ESTIMATED NUMBER OF POSITIONS

Employment state:

Disciptine
uff-

titme
Part-
time iftittee volunteer

Total eh staff 23, 540 5,802 2,458 3,690

Psychiatrists...Board certified 375
484talgrightsztaird el I Ole 373

103 435

Psychiatrists, total $51 1,105 435

Ea
766

299
289 if

FOtsCril°Ocitologist
121. 301 104 27
152 33 110

Psychologists, total 1, 739 502 340 33
I

Social workersMSW (or M.A.) and above 2,309 462 269 42

Other workas 715 92 206 S2

Social workers, total 3,024 654 476 94

Psychiatric nurses (M.S. and above)
Other registered nurses (R.N., A.A., B.S.N.) 3,in

60
546 4t1

11
25

Registered nurses, total 2, 390 606 500 36

Licensed practical or vocational mos . 1, 048 132 19 7

Other mental health, professionals-8.A. and
shot 2,145 417 245 433

Mental hearth workers Oess than BA) A.A. level 1,306 2911 136 753

Other mental health workers pus than A.A. level) 4,116 711 161 1, 655

Mental health workers, total 5,422 1,009 297 2,406

Physical health professionals end assistants 105 149 17 50

Administrative and other professional (nonhesIth)
staff 950 192 17 20

A9 other staff 5,200 937 21 503

Total

35, 490

2, 441

t
1 4)

2,954
t

3 082

4,14;

3, tl
3, 532

1, 206

1:21!
6, 643

9,136

321

1,179
6,561
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INDIVIDUALS TREATED THROUGH ALCOHOL COMMUNITY PROORAMS

Mr. Mona. Do you have any figures on how many individuals have
receiv4 help through the 700 community programs?

Dr. GoAverz. We estimate that, since 1971, some 400,000 people have
received help.

Mr. Mem,. Do you have any figures on the number of individuals
receiving treatment through other facilities?

Dr. CRAM'S. No reliable figures are available concerning the num-
ber otindividuals receiving treatment through other facilities. How-
over, including people seen by physicians in private practice, general
and psychiatric hospitals, and similar facilities, but excluding AA, it is
believed that approximately 1 million people received, some form of
treatment for alcoholism problems in 1973. According to a recent sur-
vey, total visits to private practitioners where alcoholisin was the
primary diagnosis approximated 3.4 million in 1978. This figure, it
should be noted, includes repeat visits.

Mr. Mom,. Has the total number of individuals in trotment,
V W§ i fidtageki in-1M Pig &if -Years-1 IV w man 'Y

Dr. CltArcirz. The total number of people being treated in NIAAA-
funded programs has been increasing at over 20 percent a year since
fiscal year 1971. It is expected that, in fiscal year 1974, almost 170,000
people will be treated in the alcoholism treatment programs di-
rectly supported by NIAAA. a'his excludes those that are treated in
programs supported throTigh NIA AA's formula grants. The corn-
parable figure for fiscal year 1973 was 131,000at which time NIAAA
was directly supporting 352 alcoholism treatment programs.

Mr. Mom& What percentage of the 9 million people you men-
tioned as problem drinkers or alcoholics are involved in a program?

Dr. CHAFETZ. Approximately, 10 percent of the problem drinkers
and alcoholic people are involved in alcoholism treatment programs in
any one year.

Mr. Mrcrizb. What kinds of efforts are being made to bring more
problem drinkers into a treatment program, or do you, for the most
part, have to wait until someone comes to you for treatment?

Dr. CHAVITZ. Very specific efforts are being made to bring more
problem drinkers into treatment. This is best demonstrated in our
community - based programs, such as the poverty programs, in which
extensive outreach efforts are basic to the programs. Outreach work-.
ers and counselors are placed in strategic locations in the community
such as neighborhood service centers where community residents 'ob-
tain a wide variety of services. This provides the outreach worker with
an excellent opportunity to identify problem drinkers and to encourage
their participation in the alcoholism treatment program. Referrals
from other health care providers, within the center, are readily ac-
cessible to the outreach worker.

Additionally, outreach workers are actively involved in conducting
alcoholism education workshops in community organizations such
as churches, schools and civic organizations, et cetera. To supplement
this educational effort, radio and television stations donate blocks of
time for alcoholism treatment personnel to discuss their programs and .

encourage persons with drinking problems to avail themselves of
treatment services.
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Affiliation agreements with other agencies such as social, welfare,
hospitals, courts, et cetera, provide for a systematic mechanism for
referrals to the alcoholism treatment program.

In our occupational programs, the primary thrust is the early iden-
tification of the troubled employee with a drinking problem, based
primarily on declining job performance, The intent is to identify those
persons and refer them to available community treatment resources
before they become casualties of the work force.

The alcohol safety action program is extensively involvei in out-
reach into the court system. Problem drinking drivers are identified
and referred to treatment resources in the community.

The 45 alcoholism treatment centers which serve the general pop-
ulation, have an outreach component. Our data collection system re-
veals that an increasing number of referrals are being generated
through this Tue.:Minim from general hospitals, clinics, and the court
system.

RESEARCIi OF OENETIC FACTORS IN A LCOIEOLISM

Mr, MIcntr,. You mentioned, that several research projects give you
an opportunity to explore the contribution of genetic factors in al-
coholism. Have any projects shown a specific indication that alcohol-
ism and/or its related problems are genetically induced?

Dr. Citarrrz. A number of studies have suggested that alcoholism
"runs in families." For example, approximately 30-35 percent of the
brothers and fathers of alcoholic persons are themselves alcoholic and
about 20-30 percent of the children of alcoholics subsequently become
alcoholic adults. Although a genetic basis for alcoholism is suggested,
it should be noted that most alcoholic persons are raised by their bio-
logical parents and, therefore, it becomes extremely difficult to separate
the contribution of hereditary factors from environmental factors.

One study supported by the NIAAA addresses this very. issue. The
principal investigator has taken advantage of a unique register main-
tained in Denmark in which over 5,000 persons were identified who
were adopted by nonrelatives. Comparisons were made between per-
sons of alcoholic parents who were raised by their biological parents
and those who were raised by nonalcoholic foster parents. This re-
search suggests that a higher incidence of alcoholism occurs in persons
raised by their alcoholic parents. This study is continuing and more
data is needed before a definite conclusion can be made regarding the
contribution of genetics to the development of alcoholism.

Other studies in this area have utilized genetically pure strains of
mice which have markedly different alcohol ingestion patterns.
"Drinker" mice and "nondrinker" mice are compared for possible
biochemical differences. Such studies are focused on characterizing the
various enzymes which metabolize alcohol and the sensitivity of the
brain with a given dose of alcohol.

RESEARCH PROJECTS IN ALCOHOLISM

Mr. Micas& Do you have a breakdown of the 100 research investi-
gations as to the number of projects involved in the direct treatment
of an alcoholic and the number of projects involved in related prob-
lems such as the effect of the illness on the family?
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Dr. CHAFETZ. Of the grants that are eligible for funding, 21 involve
direct treatment of alcoholic subjects, and two involve related prob-
lems,such as the effect of the illness in the family.

Mr. \from.. For the record, could you provide a list of some of the
major research projects presently underway, the amount of money
involved in each, and the general information that each project is
designed to explore/

[The information follows :]
The following 15 projects are representative of the wide range of areas being

investigated under the auspices of NIAA A research grants. For each project,
there is included the title of the project, the grant number, and a brief descrip-
tion of the work. These projects have been underway for at least 1 year and will
continue at least through the next year. The funds shown have been awarded
for conduct of the research, or, if in parentheses, will be awarded this fiscal
year.
Rls AA00177-Epldemiology of Alcoholism In Latin America ($215,000)

This study of drinking patterns and prevalence in 10 Latin American sites is
designed to determine the prevalence of alcoholslin and heavy drinking in urban,
semirural and rural settings as related to type of beverage, age, sex, and cul-
tural variables Surveys in wmples of the population, through questionnaires
as well as the, informat method, will be used. A Center for Studies on Alcoholism
will be set up In Costa Rica, Two international seminars on traffic accidents
and alcoholism will be tIld in two Latin American countries.
R12 AA00200--Washington University Alcoholism Research Center_ ($325,000)

A broad range of projects are proposed for investigation: Aging, suicide, and
alcoholism: a comparison between whites and blacks; alcohollim and crimi-
nality; a study of psychiatric illness in full siblings, half siblings, and adopted
siblings of chronic alcoholic persons; genetic studies in alcoholism; state -de-
pendent effects of alcohol in chronic alcoholic patients; psychological and physico-
chemical correlates of alcoholic blackouts; sleep and growth hormone secretion
in alcoholic individuals; effects of alcohol on hypnogenic brain areas in mon-
keys; effects of alcohol and the blogenic amines on volitional alcohol intake in
animals and effects of chronic alcohol intake on the brain during critical periods
in development ; brain biochemistry in htunan alcoholism and in animals drink-

_ tag excessively ; effects of chronic alcohol adminiitration on the enzymes involved
in catecholamine metabolism in rats ; an endocrinologic study of alcoholic men.
RO1`AA00232---Sociallzatiori of problem-behavior in youth_ $100, 570

This is a longitudinal/cross-sectional study of the development of delinquency,
aggression, use of drugs and of alcohol as related to soclallLation processes, per-
sonality, and social relationships. It will also study relationships of (1) aliena-
tion to opportunity perception, (2) deviance to socialization, (3) critical transi-
tion periods, and (4) adaptability to problem behavior. Study is arranged with
controls for sex, social class, and ethnic group. Data will be collected through
questionnaires, teacher ratings, school records, soclometries, interviews, and
factor analysis.
R01 AA0239Effects of alcohol on liver and intestine ($110, 000)

This is a project to study (1) effects of alcohol on lipid metabolism, (2) effects
of ethanol on porphyrin metabolism and fatty acid oxidation, (3) effects of
ethanol In intestinal transport, and (9) effects of ethanol on liver and intestinal
cell membranes. Subjects are rats.
R01 AA00256Psychiatric illness in adopted children of alcoholic

persons ($80, 000)
This investigator wishes to do a study of the male offspring of alcoholic persons

who have been adopted and brought up by nonrelatives. His thesis is that if alco-
holism is genetic, a significantly higher number of these individuals will have
problems with drinking alcohol than a control group. This study will use data
gathered in the NIMH-Denmark study of schizophrenia. Subjects are male
adoptees, born in Denmark between 1924 and 1947 (age 23-46) whose biological
parents have been admitted to a Danish psychiatric facility and have been diag-
nosed as chronic alcoholic individuals. Controls are male adoptees whose biologi-
cal parents had no overt psychopathology.
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1101 AA00207Alcohol and its metabolic effects ($75, 000)

This project is concenied with the metabolism of alcohol and thiamine deficient
states. Subjects are adult and newborn rats and guinea pigs. The anhnal subjects
are vitamin depleted. Physical, chemical, and microscopic examinations for car-
diac hypertrophy, liver malfunction, and brain damage are performed. Pour
groups of animals maintained under different regimes with reference to diet and
alcohol are compared, Another line of research uses radioactive techniques to
study the metabolism of bilirubin.
R01 AA00287Effects of alcohol of subcelluiar organelles of liver. ($185, 000)

The objective of this study is understanding of the effects of acute and chronic
alcohol consumption on mltochrondria, endoplasmic reticulum, ribosomes, Oo igi
complex, and limiting membranes of liver cells. In vitro studies will be done with
cells isolated from the liver of mature rats given ethanol acutely or chronically
for varying periods of time up to 80 days.
ROI AA00282The enzymesubstrate compound of catalase in

alcoholism ($275, 000)

The object of this study is to identify the functional relationships of the cont
ponents of the catalase pathway for ethanol and methanol oxidation at the mo-
lecular level and at that of the intact organ. Studies of catalase at the molecular
level will seek to identify and to control the nature of the "peroxidatic" (alcohol.
oxidizing) reaction. Heart and liver tissue are used. The ultimate objective is to
develop treatment for the metabolic difficulties inherent in the alcoholic state,
ROI AA00297,Zygotic and uterine mediated effects of alcohol WOO

This investigation consists of a number of studies on the effects of maternal
intake of ethanol on reproductive physiology and on the postnatal development
of offspring reared by authentic and foster mothers. Subjects are inbred strains
of mice with different levels of alcohol preference. Effects of ethanol on the
mothers will be evaluated in terms of fertility and postpartum behavior. Effects
on the offspring will be assessed in terms of growth, sexual maturation, and
various behavioral and endocrine measures,
ROI AA00224.Pathogenesis and treatment of alcohol-induced

diseases ($78,500)
This is an interdisciplinary study of many facets of alcohol induced liver in-

jury. It includes investglations of (1) pathogenesis of cirrhosis, (2) early phases
of liver injury, (3) the role of dietary factors in pathogenesis of liver lizjury, (4)
the changes of structure and function of gastric mucosa,_(5) _intestinal absorp-.
tion of alcohol, (8) hematological endocrine abnormalities of alcohol-indueed
disease, and (7) prevention and treatment of these disorders. Human subjects
are alcoholics admitted to a hospital for treatment (sex and age not specified.)
Animal subjects are rates and monkeys.
R01 AA00380.Women and alcohol ($80,000)

This study will address a number of questions that have been raised about
women who are problem drinkers. Interviews with 200 women will take place as
they enter treatment and again 1 year later. Approximately 100 sisters who do
not have a problem with drinking will also be interviewed. The study women'
will be chosen from a variety of treatment settings in both urban and suburban
areas; professional women and those from skid row or the homeless woman who
Is a problem drinker wilt also be interviewed. The study's objectives are to ex-
amine etiology, relationship of stress to drinking, effects and outcome of treat-
ment.
1118 AA00457.Community-reinforeement for treating alcoholic

persons ($70,000)
A community- reinforcement approach to the treatment of alcoholic persons

will be developed. This approach will extend laboratory-derived principles and
nonalcoholism applications to the problem of alcoholism treatment. Vocational,
family and soda! reintorcers will be arranged such that the alcoholic's new be-
havior patterns are incompatible with drinking. The comparison of the treat-
ment modality with existing hospital procedure will use a matched-pairs design.
Outcome measures to be employed are time spent (1) sober, (2) employed, (8)
with family, (4) noninstitutionalized.
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1118 AA00423.Problem drinking of urban Indians $46,708
This study will focus on the nature and extent of problem drinking of urbanised

American Indians. The specific objectives are to (1) determine the quantity, fre-
quency, context, and associated problems of Indian drinking in the city, (2)
study the associations between Indian problem drinking and the demographic,
social and psychological variables thought to be related to problem drinking, (8)
compare Indian drinking problems with those of other urbanised ethnic geouptt
(black, Mexican-American, and anglo) with similar socioeconomic backgrounds,
(4) investigate variations In driking problems as a function of tribal affiliation,
(5) determine changes in drinking behavior as a function of duration of stay in
an urban environment. Data wilt be gathered through formal interviews.
1118 AA00498.--CI laical studies of alcohol use and abuse. . ($000,000)

This interdisciplinary research and education program will focus on clinical
studies of alcoholism and alcohol abuse. Four major areas are delineated which
encompass 15 individual projects:

I. STUDIES OF rsYcnorneaApy AND OUTCOME

A. Assessing psychotherapeutic and community environments.
B. Alcoholism Future oriented and aversive therapies.
C. Group psychotherapy with alcoholics.
D. Children of alcoholic parents: Effectsintervention.
E. Co.nparative evaluation of alcohol treatment programs.

ADOLESCENT ALCOHOL PROBLEMS : DYNAMICS AND INTERVENTION

A, Alcohol research on adolescents.
E. Adolescents and alcoholism : Psychodynamics and intervention.
C. Alcohol and aggressivity.
11. Effects of ethanol on norms, conformity and status.

II/. BIOLOGICAL CORRELATES OP ALCOHOLISM PROBLEMS: IMPLICATIONS FOR
TREATMENT

A. Sleep indices and five hydroxyirytophan (5 MP) effect,: In prognosis of
alcoholism,

B. Brain responses and memory in alcoholics.
Biogenic amines and alcohol.

1). Alcobollsmgenetic nsPects.

IV. MULTLILE-FUNCTION RESOURCES FACILITATING INTEGRATIVE. STUDIES

A. Alcohol and California offenders.
13. Alcoholviolence clinic.
The goal of the program is to elucidate the complex interactions of psycho-

social and biological processes believed to underlie alcoholism.
1101 AA00688.Alcohol use during pregnancy and pregnancy outcome.... $84,782

The aim of this study is to determine if pregnajacy complications or perinatal
morbidity and mortality of infants is adversely affected by alcohol intake of
the mother. The fq,*,:ific questions to be answered are whether prematurity rates,
rates of stillbirths and abortions, neonatal mortality rates, rates of congenital
defects are higher for drinking mothers than for nondrinking mothers. The four
hospitals include a teaching hospital, two county hospitals and the Kaiser
Health Plan Hospital serving a diverse population group. Analysis will be per-
formed on many dependent variables taking into consideration the effect of such
factors as parity, age, socioeconomic level, smoking, and nutritional history.

TREATMENT OF ALCOHOLISM UNDER "UNIFORM ALCOHOLISM AND
INTOXICATION* Aar"

Mr. MIcHEL. You state on page 4 of your statement that implementa-
tion of the "Uniform Alcoholism and Intoxication Treatment Act"
will remove alcoholism from the criminal justice system while in no
way altering the provisions of a State's criminal law that protect
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public safety." In what ways, specifically, will alcoholics be treated
under that act? Exactly what changes will be effected?

Dr. Cu Awrz. The "Uniform Alcoholism and intoxication Treat-
ment Act" is designed to provide States with the legal framework
within which to approach alcoholism and public intoxication from
a health care standpoint. It removes the legalsanctions in the criminal
law which serve to treat citizens with alcoholism problems as criminals,
to be arrested and incarcerated, merely because they are intoxicated
or Show signs of intoxication. The "Uniform Alcoholism and Intoxica-
tion Treatment Act" is a commitment to help these sick people instead
of punishing them. The act stresses the voluntary treatment of al-
coholics and provides that a comprehensive and coordinated program
for the treatment of alcoholics and intoxicated persons be set up to
include: Emergency treatment provided by a facility affiliated with

ior part of the medical service of a general hospital; inpatient treat-
ment; intermediate treatment ; and outpatient and followup treatment.
The further development of effective health servicesmedical care,
nursing care, counseling, intermediary care, home care, AAshould
be an outgrowth of such a State commitment, and proof of the legiti-
macy of this approach under the law.

Mr. Mica you differentiate between a problem drinker and an
alcoholic? Is there a legal definition of an alcoholic? How would these
individuals be identified for qualification under the "Uniform Alco-
holism and Intoxication Treatment Act"?

Dr. Om WM. Under section 2 of the "Uniform Alcoholism and
Intoxication Treatment Act," an alcoholic individual is defined as "a
.person who habitually lacks self control as to the use of alcoholic
beverages or uses alco.holic beverages to the extent that his health is
substantially impaired or endangered or whose social or economic
function is substantially disrupted." This is not a strict medical defini-
tiont but an interpretation of such a definition for legal purposes, and
is discussed as such under the comment paragraph appended to this

The- term- "probl em- drinker" has- a broad- meaning-not -well-
suited-,to -legal-interpretation and, generally. implies isomethng less
severe than "alcoholic." .

Under section 12 of this act, which pertains to treatment and services
for intoxicatedpcisons and those incapacitated by alcohol, the usual
diagnostic service is accomplished by a licensed .Physician and serves
to identify the individual whose medical, social, and psychological
history would indicate the diagnosis of alcoholism, as opposed to the

-. individual who has merely overindulged. It might be noted that the
"Uniform Alcoholism and Intoxication Treatment Act" of at least one
State provides that the individual who has merely overindulged will
b3 warned on his inappropriate use of alcoholic beverages. In this
respect, public intoxication may well be indicative of "problem drink-
ing," a continuation of which would result in a condition medically
diagnosible as alcoholism.

NUMBER OF DRUG ADDICTS IN THE UNITED STATES

Mr. Them.. We are certainly pleased to learn that our capacity has
improved to the point that all addicts who want help can get it and
that the waiting lists have been eliminated. However, could you give
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us the figures on the total number of drug addicts that there are esti-
mated to be in the United States?

Dr. Do Pomr. The Drug Enforcement Agency's statistical report
estimates that, on June 30, 1073, there were a total of 612,000 narcotic
addicts in the United States.

With respect to other drugs of abuse, the President's National Com-
mission on Marihuana and Drug Abuse reported in 1972 that approxi-
mately 9 million persons aged 12 years and over are regular users of
marihuana. The Commission s survey findings for number of youth
and adults having had experience with other drugs of abuse show the
following: barbiturates 6,250,000; amphetamines 7,950,000 hallucino-
gens 7,594,000.

Mr. MICHEL How many individuals were actually treated during
the past year? How does this compare with proviuu'i years?

Dr. DUPONT. During fiscal year 1973, 63,188 clients were treated in
299 operational, National Institute on Drug Abuse-funded, com-
munity -based treatment programs; 68 operational programs treated
44,723 individuals during fiscal year 1972. Patients treated during
fiscal year 1971 in operational programs totaled 19,953.

During fiscal year 1974, it is expected that 141,603 patients will be
treated in 340 operational programs.

Mr. Mom,. It is encouraging to note the apparent decrease in
heroin addiction. What other drugs are currently heading the list of
major problem drugs? Of the total number of drug addicts in the
United States, how many are addicted to heroin and how many to
other drugs?

Dr. DUPONT. The abuse of marihuana, barbiturates, and cocaine
currently head the list, of major problem drugs of abuse other than
heroin in the United States.

Another indication of the relationship among drugs of abuse can
be found in the drugs abused by clients admitted to federally funded
drug abuse treatment and rehabilitation .programs during the month
of-December 1973: Of 7,224 patients admitted. for treatmenti-58-per---
cent or 4,223 reported heroin as their primary drug of abuseOf
remaining clients, the major primary drugs of abuse were reported as
follows: harihuana 15 percent, barbiturates 6 percent, amphetamines
4 percent, and hallueinogent,,, 3 percent. Alcohol was reported in com-
bination with other drugs of abuse by 4 percent of the clients.

OirTRF,ACII PROGRAMS FOR ADDICTS

Mr. Miour.L. What kind of programs reach the addict and get him
to come in for treatment ? Have any such programs been instituted
thus far?

Dr. DurPovr. Te reller to reach drug abusers who have not volun-
teered for treatment under existing treatment programS, grant and
contract projects supported by the National Institute on Drug Abuse
are strengthening their outreach capability. Federal financial support
is available for this .ntirposo within the nroject budget.. The type of
outreach program which a project develops is dependent upon the
size of the community, the referral services already present in the
community, the role the project sees itself as playing in the overall
drug abuse treatment efforts in the area, community attitudes and
staff preferences. While the amount of money expended in outreach
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activities cannot be specifically identified because of its integral rela-
tionship to treatment, a few of the ninny approaches which projects
use can be described.

An example of such efforts are "coffee house" programs located in
areas of the city where drug trafficking is heaviest. Residential homes,
or abandoned store buildings, are spartanly equipped with chairs, a
table coffee, and occasionally soft drinks or snacks which neighbors
provide as a gesture of good will. Each outreach unit is staffed by an
ex-addict who can recognize dealers, pushers, and users. This setting
allows interaction between the staff member and the addict which
will hopefully lead to treatment.

Another program utilizes "expediters" located in local industry.
These expediters actively seek out the drug abuser and refer him into
treatment. The treatment staff work closely with industries' staff in
an attempt to help the patient to become an effective employee. In
one industry the local union is being funded to provide its own treat-
ment where management was reluctant to recognize the problem that
drug abuse was creating in industry.

Another example is the treatment alternatives to street crime
program which provides demonstration, screening, and referral serv-
ices for the heroin dependent person shortly after arrest and offers
the opportunity to enter a variety of treatment and rehabilitation
programs. The cycle of drug-related crime, detention, releaser and
rearrest, with its attendent community costs, may therefore be inter-
rupted and reversed.

Mr. MICHEL. Could you supply for the record statistics relating
the rate of decrease in drug overdose deaths and in property crime for
the major metropolitan areas in the country?

Dr. DUPoNT. The Drug E:,.forcement Agency reports that narcotic-
related deaths in 23 major metropolitan areas have declined from
1,926 in 1971 to 1,781 in 1972, and to 1,157 for the first 9 months of

--1973: _
i-

_____Concurrent_ with _evidence 4:',t decline in the prevalence of heroin
addiction, there is indirect evidence a a related &Cline in property
crime in the Nation's major metropolitan areas. The reporting rate
per 100,000 population reached a peak of 2,550 in 1971 whereas in
1972 the rate wes 2,450. For one such metropolitan area, Washington,
D.C. , these figures dramatically illustrate the declining pattern: First,
the decline in serious crime began late in 1969 when drug abuse treat-
ment first became available, and has continued during the period of
diminishing heroin abuse, prevalence, and availability; second,
changes in the rates of property-related crime'(those crimes tradition-
ally associated with addicts) account for both the rise and decline of
the crime rate in the last 10 years; third, when the monthly total of
active patients in the city's comprehensive addiction treatment pro-
gram is compared with the monthly property-related crime rate, there
is a negative correlation; that is, as the rising numbers of addicts
are brought into treatment, fewer and fewer crimes of the type asso-
ciated with addiction were committed.

NARCOTIC ANTACON/STS

Mr. Menu. I was very interested in your comments regarding nar-
cotic antagonists. How long has naltrexone been undergoing human
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testing? How much longer do you anticipate it will be before you have
some conclusive results

Dr. DriPoNT. It was first tested in man in 1972. The basic pharma-
cology has been fairly well characterized at this point, and we know
that it is an orally effective, potent, blocking agent which has a dura-
tion of action of 24 to 48 hours. depending on the dose given. The
major question to be answered now is: Is it safe and effective in the
treatment of large numbers of addicts in an outpatient setting? At the
present time we have tested naltrexone for short periods in approxi-
mately 160 addicts. In the coming months we plan to expand it to
several hundred addicts, and to administer the drug for longer pe-
riods of time in order to obtain a more definitive answer to the ques-
tions of safety and efficacy. We anticipate that these studies will be
completed by sometime next year. If conditions warrant, a further
study, collaborative and nationwide in scope, and aimed at giving
more conclusive results will be started and hopefully concluded by the
slimmer of 1976.

Mr. Micirm. How many other narcotic antagonists are now being
tested and with what results?

Dr. DUPONT. In our program we have approximately half a dozen
antagonists in various stages of testing, ranging from early animal
screening to very early human testing. As these drugs arc proven to be
safe after limited human testing. and more extensive toxicity studies,
then expanded human testing will be intiated.

Mr. FIDOD. Mr. Conte.

REDUCTION OF RESEARCIf AND MANPOWER PROORA3f8 IN MASSACIIUSEIT8

Mr. CoNTE. Thank you, Mr. Chairman. I have an overall comment
first of all before I ask a few questions here.

I received a letter from the Massachusetts Association of Mental
Health, and in part it said, "If this budget were adopted, it would
destroy mental health services. research and manpower programs, in.
Nfassachusetts as well as most of the States."

Then I have another letter from the University of lkfassachusetts
which says in part "NIMH must undergo a reduction in force which
will reduce its staff by 170 employees by June 30, 1974. This means
that almost one out of five employees there will have to be IRIFed.'
The effect of all this would be quite catastrophic, not only for pro-
grams within the Commonwealth but also for programs throughout
the Nation."

Dr. Egeberg, is this what these cuts are going to do?
Dr. &MARRO, I don't think they are going to do that across the

Nation. I would rather have Dr. Plant speaking for the National
Institute of Mental Health answer that if I may.

PrAirr. Mr. Conte, let me pick up the second part of your con-
stituent's question first that has to do with the proposed reduction
in force.

As Dr. Egeberg testified earlier in response to the chairman's ques-
tion, that decision as it applies to this fiscal year has now been reversed.
This means that 174 of the original reduction of 194 NTMH positions
have been restored. The restoration is sufficient to avoid the involun-
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tary separation of staff this fiscal year. That is in direct response to
the second question.

With rdation to the first question, the breakdown into various parts,
research, training, and servicesDr. Egeberg has already dealt with
these issues in a number of ways.

The thing I would like to reemphasize is that over the years the
mental health training programs have demonstrated their effectiveness
in increasing the number of mental health manpower, and it is now
felt that further needs in this regard can be handled with funding from
State and local sources.

Mr. CorrrE. Even if the cut is restored, will job vacancies that come
up be filledup to the ceiling set by Congress for fiscal year 1974 ?

Dr. PLArrr. I prefer to have Dr. Egeberg or maybe some of his
colleagues respond to that.

Dr. EOBBERG. Yes, they will.

ADMINISTRATIVE PROBLEMS IN OBLIGATING FUNDS

Mr. Corns. Suppose Congress again appropriates funds for mental
health categorical training programs. I am concerned about NIMH's
ability to use those funds. What administrative, technical, and other
problems will you have in using such funds if they are in an appro-
priation that comes out by September or October?

Dr. Puttrr. Mr. Conte, I think I understand the thrust of the ques-
tion.

Usually, because of the time period involved, Mr. Conte, in pro-
viding consultation, in reviewing such grants, in sending them first
to technical review committees and the National Advisory Mental
Health Council, it takes a period of a number of months before that
process is completed. I am fond of saying it takes about as long as a
premature baby; that is, 8 months from the time somebody applies
until he actually is the money. - _ _

So,the heart of your queotio Wyss, if there no HEW appropria-
tion until September or October, will that preseni Some-Pioblemeilif
managing these funds that are made available by the Congress, and
the answer is yes, it will present some problems. And it will require
some careful preparation on the Department's part, on Alcohol, Drug
Abuse, and Mental Health Administration's part, and NIMH's part
so that we can most effectively utilize those funds.

Mr. CONTE. Are you doing anything to prepare for that right now?
It takes careful preparation. What preparation are you taking?

Dr. PLAUT. We have begun to initiate conversations with other levels
of the Department so that as soon as possible we can have a resolu-
tion of these questions in order to inform potential applicants regard-
ing what actions they might take knowing there is uncertainty regard-
ing the final appropriation.

Mr. Corrre. What can we do to make sure our wishes get carried out
in time for them to be worth something?

Dr. PLAUT. I am not sure I could answer that question, Mr. Conte.
Dr. FIVEBERO. To some degree our ability to respond will depend on

our final employment ceiling for fiscal year 1975. Processing grant
applications does take a lot of time.

Mr. CONTE. It certainly does.
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EARNING POTENTIAL or TRAINEES

Arr. CoxTE. Dr. Egebergl high potential earnings are again men
t foiled as a reason for stopping 1Pecteral 'support of professional train.
ing. For the record, will you provide. a breakdown of professional
earning expectations for the groups covered 'by all three Institutes'
training programs? Ile sure to include as separate groups social
workers and psychiatric nurses.

Dr. IslotsEito. Yes, sir. On the allied health professionals also?
Ntr. CONTE. Yes.
[The information follows:1

EARNINGS ExeEcnATIONS FOR PROFESSIONS IN TRAINING PROGRAMS

The Alcohol, Drug Abuse, and Mental Health Administration does not have
available Information on the annual earnings of its former trainees. Hdtvever.
It is reasonable to assume that their earnings are comparable to national aver-
ages. Using various source data we have estimated the national average for the
four mental health core disciplines as follows ;

Psychlatrists$47,500
Psychologists ( Ph. D. ) $22,800
Social workers (M.S.W.)$14,800
Nurses: B. A.$0,t00 ; AL A.-414,000
In addition to the core disciplines, a significant amount of training funds are

used to meet the needs for a wide range of mental health workers at various
educational levels which are collectively known as the allied mental health
professions. In this category, job titles are not well established, and It Is not
possible to provide average salaries. However, some of the general categories
into which these workers are grouped, and the estimated salary ranges, are as
follows:

Paraprofesibiiiiiiiiiiiniebt workers, $0,000-$8,000
Counselors$7,00049,000
Youth workers$8,000-$9,000
Community workers$7,00048,000

NIMII RESEARCH PRO:MAUS

Mr, Covrx. The opening statement mentioned a study of the mental
health research program. Since we now are faced with a budget with
no funds for new research grants, I'd like a detailed statement in the
record of that study's recommendations and an outline of them at this
point.

Dr. EGEBF.RO. With respect to the grants?
Mr. CONTF. Yes, sir.
Dr. Hollettio. We are working very hard on that at the moment, and

it is better to do it in writing to you as soon as we get that. finished.
[The information follows:)

SUMMARY or ME REPORT OF THE NMI! RESEARolt TASK FORCE

israootrorros

The Research Task Force .of the National Institute of Mental Health has
conducted a comprehensive review and analysis of research in mental health,
particularly that supported by NIMH, over the last 25 years and, based on this
analysis, has developed a set of recommendations for future directions.

The basic work of the task force was carried out by 10 study groups, totaling
some 80 members, most of whom were active research scientists and close to
one-third of whom came from outside MAIN. All the groups solicited the knowl-
edge and advice of other scientists and research administrators- --more than 200
in all, mainly from outside Governmentin helping to compile and evaluate
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the results of a quarter century of research in every scientific field bearing upon
mental health problems.

The studies and analyses, continuing for more than a year, resulted In a set
of study group reports totaling 12,000 pages. The report of the task force as a
whole presents the essence of this material in 18 chapters. H was written by the
task force staff in cooperation with a coordinating committee that included the
directors of NIMII operating divisions, the study group chairpersons, and a
representative of the NIMII assembly of scientists. It was also reviewed at
several stages by eminent scientists, research administrators, and othersall
from outside NI1411active in the mental health or allied fields.

BIOLOGICAL INFLVENCES ON BEHAVIOR

During the last quarter century, more has been learned about the brain than
in all previous history. Thanks to research In behavioral genetics, brain develop-
ment, neurophysiology, neurochemistry, neuropsychology, neuroendocrinology,
and neuropharmacology a significant part of It undertaken or supported by
NIMHwe now have a substantial understanding of some of the biological
processes affecting the state of our mental health and are making steady progress
toward the understanding of others.

Of the many advances by basic science since the founding of the Institute in
1148, two are particularly significant. One is the discovery that information is
transmitted through the central nervous system by the release at nerve cell
terminals of brain chemicals called neurotransmitters. The discovery of neuro-
transmitters led directly to our understanding of one of the mechanisms of
action of the drugs used to treat the major psychoses, schizophrenia, and de-
pression. These drugs appear either to facilitate or block the action of neuro-
transmitters.

The second major advance is the accumulating evidence that heredity plays
an important role in abnormal behaviorcertainly in schizophrenia and de-
pression, possibly in alcoholism and some forms of neurosis. As in some cases
of mental retardation, further research may make it possible to correct for the
still unknown biochemical abnormalities through which the genetic factor is
expressed. Taken together, these findings open such possibilities as: (1) more
effective pharmacological treatment of mental illness; (2) blood or urine tests
for the presence of a mental disease or of a predisposition to it ; (3) treatment
for the prevention of mental illness.

OTHER CLUES TO THE NATURE OF MENTAL ILLNESS

Twenty-five years ago, psychology and psychoanalysis provided virtually the
only frame of reference for the study of mental The situation today Is
quite different, Thanks to the fundamental biological discoveries discussed above,
the biological sciences constitute a powerful new frame of reference for research
in the major mental disorders. In this short time period, these disciplines have
contributed testable biological hypotheses, significant and replicable findings,
and effective forms of treatment.

During this quarter century, the psycho's:isles' and social sciences have also
made highly significant findings. As one notable example, numerous studies have
shown an especially high rate of schizophrenia among the people at the lowest
socioeconomic levels of large cities. This is one of the great mysteries of re-
search on mental disorders. Since no single explanation has been proved valid,
a pattern of factors is probably responsible. Current thinking takes account of

so three likely factors: (1) a predisposition to schizophrenia, almost certainly
genetic; (2) extreme social and psychological stress generated by the condi-
tions of life in the poorest neighborhoods; and (3) an Impaired capacity to deal
with stress, also attributable to the constricted conditions of life among the poor.

Some years ago, studies Indicated that certain family processes, including dis-
ordered parental communication patterns, contributed to mental illness and
behavior disorders. Subsequent research suggests that disturbances of family
processes may be a result of abnormal behavior rather than a cause of it. For
a definite answer, NMI' supports a number of longitudinal studies, which begin
before a child is born and for some years take note of the principal Circumstances
of his or her life, Such research should eventually explain what elements are
needed to trigger mental illness even in those carrying a predisposition to it.
Preliminary findings suggest that one element is physiological stress before or
around the tire -f birth.
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RESEARCH ON TREATMENT

NUM has supported almost every major researcher In the field of psycho,aer-
apy and behavioral intervention. The Institute's intramural research program
has contributed importantly to the development of family therapy and of milieu
or therapeutic environment treatment.

Although NIMH played no significant role in the discovery of the first psycho-
tropic drugs, it pioneered in assessing their effectiveness and explaining their
action, and it established a nationwide network of early clinical drug evaluation
units to search for new pharmacological treatments.

PAYOHOTHERAP?

In general, the classical conceptions of psychoanalysis and psychodynande
therapy have proved difficult to subject to scientific study. 'Though they con-
tinue to have a major influence on all forms of psychotherapy, the number of
NIMII-supported research projects In this area, as compared to those in other
treatment areas, has declined steadily over the years. Some of the findings from
studies of the outcome of psychotherapy can be summarized as follows :

Most forms of psychotherapy are effective with about two-thirds of non-
psychotio patients. Whether one form of psychotherapy is superior to another
has yet to be convincingly demonstrated.

Patients who benefit from psychotherapy are highly Motivated, experience
acute discomfort, anticipate help from treatment, are intelligent and reasonably
well educated, have achieved some social success, are reflective, and are able to
experience and express emotion,

Characteristics of the effective therapist remain unclear, but there is no
research support for the currently popular belief that the effective therapist
need only be genuine, empathic, and warm.

BEHAVIOR THERAPY

The philosophy and techniques of behavior therapy were derived principally
from laboratory research on conditioning simple responses, primarily in animals.
Through operant conditioning, the basis for most behavior therapy, the organism
acquires a skill because he is reinforced, or rewarded, for doing so. The reinforce-
ment may be food for a rat or a pigeon, candy for an autistic child, points for a
trip home for a hospitalized mental patient, or, in the classroom, simply praise
and the satisfaction of accomplishment. Such therapy has been frequently aid
successfully applied in institutions to alter the behavior of Psychotic adults and
autistic children. NIMH support of research on behavior therapy now exceeds.
that of research on psychotherapy: .

SOMATIC, THERAPIES

These are chemical and physical interventions that affect the brain and pro-
duce changes in thought, mood, and behavior. The Institute's support of research
on such approaches, particularly chemotherapy, exceeds that for all other types
of therapy combined, These investigations show that psychetropie drugs do not
cure schizophrenia and the serious depressive illnesses, but that they do appear
to interrupt the psychotic episode and to ameliorate symptoms. Used as prophy-
lactics, they can also reduce or prevent the recurrence of symptoms. Consequently,
the focus of treatment has shifted from terminating psychotic episodes to
attempting to maintain the individual as a functioning member of the eommunity.

From the clinical standpoint, the single most dramatic and far-reaching event
since the Institute's inception was probably the discovery that a chemical eom-
pound, chlorpromazine, is useful in the treatment of schizophrenia. Almost
equally Important was the discovery that other chemicalsIncluding, In recent
years, lithium for combating manic-depressive psychosiscould be used to treat
and prevent depression. Less dramatic but also of far-reaching importance was
the discoveryattributable in large part to research and demonstrations sup-
ported by NIMII and carried out with its guidance--that mental illness could be
treated in the community. It was these research and demonstration projects that
laid the foundation for the national program of community mental health centers.

Other research on treatment has shown that: (a) controlled electroconvulsive
therapy is the most effective and most rapid- acting treatment for the relief of
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symptoms of the depressed states of manic-depressive psychosis and involutional
melancholia, and (b) the claims for megavitamin or orthomolecular therapy arenot supported by research.

OTHER SUBJECTS

The Research Task Force report also describes advances (1) In research on
alcoholism and on drug addiction, two areas for which the responsibility was
recently transferred to institutes Independent of N1MH; (2) on social prob-
lemssuch as crime and delinquencyother than mental illness and the addle-
tire disorders; (8) on child mental health and on aging; and (4) on more
effective ways of delivering mental health services and fostering the dissemina-
tion and use of research findings.

ROME MAJOR RECOMMENDATIOIM

In spite of the substantial progress In every mental health research area
since the Institute's founding, the task force uncovered a number of critical
needs. To meet these, the report incorporates specific suggestions for researchin each area and also puts forward a number of general recommendations, of
which the following are representative:

1. Because basic research generates new knowledge about the myriad of
complex processes governing human behavior knowledge necessary for allevi-ating mental illness and strengthening mental healththe trend in NIMBtoward reducing the support of baste research should be halted and reversed.In neurobiology, as one example, the Institute should increase its funding of
research in behavioral and biochemical genetics and In other currently under-
supported areas. As In the rest of medicine, clinical researchers In mental illness
can only apply the findings of scientists working at more baste levels.

2. The Jastitute should strongly support clinicalas well as basicinvestiga-
tion of biological factors in schizophrenia and depression. For example, studiesof twira and of adopted children must be supported in order to disentangle the
genetic from the psychosoctal determinants of these psychoses. In three other
groups of disordersthe organic psychoses, the psychoneuroses, and psycho-somatic illnessresearch is by no means commensurate with their consequences
to public health and should be increased.

3. The Institute should strongly suppoze research designed to reveal, bystudies over a period of years: (a) the antecedents of mental disorders inchildren, and (b) the factors that make some children even in high-risk groups
apparently invulnerable to such disorders.

4. In treatment research, NIMII shouldamong other undertakingsin-crease resiaiehr-Oti the effectivenetti of -ProfeSitional, 'paraprofessional,
and nonprofessional therapists; on the early detection of emotional problems,
with special emphasis on-those of children; on the effect of combined
cotherapy and psychosocial therapies on specified patient populations; and on
the long -range adjustment of drug-treated schizophrenicpatients.5. The Institute should continue the development and testing of variousbehavioral therapy techniques, including biofeedback, self-control measures, andprocedures for training parents and others to act as behavioral therapists.NISI!! should also establish a standardized treatment assessment program toidentify and evaluate the mechanisms and the effects of newly emerging thera-pies, as a protection for prospective patients.

(I. In supporting research on social problems, the Institute should emphasizean approach that takes into account not just single determinants, but pattern-ings of several main groups of variablessocial, psychological, and biological.7, The Institute should use every means at its command to obtain: (a)reliable data on the incidence and prevalence of mental disorders among thegeneral public, and (b) more nearly accurate ways of measuring the need forand the effectiveness of specific mental health services In a given population.
Mr. CONTE. What kind of a researcher, generally, uses "small

grants" 1
Dr. RIMIER°. People who hay ?. a new idea or one testing out a new

program. 7 think Dr. Plant might like to answer that.
Dr. PLAUT. They use them for two types of researchers. The first

would be young researchers who are beginning in their careers and

52-029 0
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who have not yet had the background and experience to develop large-
scale projects. So in that sense it is a cutting edge.

Second, it is specifically intended for exploratory research so that
one can have a minimum investment to see whether the larger invest-
ment at a subsequent time is worth the effort. And this program just
recently celebrated a major anniversary, its 100th consecutive review
meeting, getting together some of the investigators recently supported
in this program and many of them have now made important break-
throughs and are highly respected in their professions.

APPLICATION FOI: SMALL, 0 RA NTS

Mr. CoNrE. Could you tell int how many applications for small
grants you get each year and how many get approved as scientifically
worth while?

Dr. PrAtrr. I will be glad to provide that for the record.
[The information follows:]

SMALL GRANTS

The actual number of small grant projects reviewed fluctuates from year to
year. From fiscal year 1972 to 1974, an average of 560 projects was reviewed in
each year. About 41 percent were approved by the Small Grant Review Committee.

Mr. CONTE. The small grant budget is down 25 percent. What kind
of research will be most affected by this cut?

Dr. PLA VT. Some of the priorities for mental health research are in
the areas of depression, in the area of schizophrenia, in the area of
the basic psychobiology of mental illness. Those would be the areas
with the highest priority.

It might well be necessary to fund a smaller proportion of such
grants and to give lower priority to some of the other important areas
having to do with social problems, having to do with delinquency and
so forth. Tho priorities would be for the basic mental illnesses, schizo-
phrenia, depression, and the basic physiological and biological aspects
of human behavior generally.

RESEARCH CAREER PROGRAM

Mr. CoNrE. The justification doesn't specifically say so, but it looks
as if the research career program is also being phaseA. out. Is that sot

Dr. PLAUT. The reduction in the research career program reflects
in part awareness that this program has been highly successful and
an expectation that in the future additional support for such young
investigators will be forthcoming from universities and other train-
ing institutions.

Mr. CONTE. You are pretty clever. It is being phased out?
Dr. PLAtrr. No, sir. It will continue but at a reduced funding level.
Mr. CONTE. You would make a good lawyer.
Plow many psychiatrists are in full-time research now?
Dr. PrAntrr. I believe I would have to provide this.
[The information follows:]

PRIM TUATRISTS IN FULL-TIME RESEARCTI

A 1070 survey of psychiatrists indicited that 810 spent 40.pereent or more of
their time engaged In research activities. This represented 2.4 percent of those
responding. Assuming this to be a representative survey, it may be inferred that
there are 350 to 900 psychiatrists in the United States who are engaged in re-
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search activities for a substantial portion of their time (40 percent or more).
Tho National Instlute of Mental Health has supported many of these Individuals
through its research and training programs. The research career development pro-
gram has supported 121 psychiatrists throughout its history, or about 80 to 85
percent of the total number of psychiatrists in research. Additionally, the NIMI1
research grant program supports about 175 projects headed by other psychiatrists.

Mr. Com. How many of those came out of your research career
program?

Dr. Nairn A very large proportion of the senior research psychia-
trists in American universities and medical schools received not only
their initial residency training but some of their specialized training
through the various research training programs of the National Insti-
tuto of Mental Health.

Mr. CONTE. Without the program what do you think the prospects
are for bringing in more researchers and what are the problems?

Dr. PLAUT. To the extent that the society sees the value of basic
biological, psychological, and sociological research in the mental health
field young men and women will be attracted into this field, with the
prospect of having careers in this field.

REGIONAL. OFFICE TECHNICAL ASSISTANCE TO CMH098 GRANTEES

Mr. Cowl% Putting aside the issue of extension of community mental
health centers, what kind of help can NIMH provide local and State
groups for their programs if they get funds for centers from other
sources?

And is that consultation and technical assistance given by regional
offices or your central staff?

Dr. EOEBERO. Both,
Mr. CosTr. Both?
Dr. EoEnrao. Yes, sir. We are, however, trying to increase the num-

ber of programs administered through the regional offices. Right now
most programs are still administered from the central office..

Could I go back to the last question you asked about research for just ---
a second?

Dr. &mann We have $3.2 million, which I believe is PAmarity in
mental health, for stipends for people who already have a doctor's
degree. These will be research fellowship awards. They are specifically
targeted at program areas where it is felt, that we have a shortage of
trained personnel in a particular research field. So this is a new effort
to focus on people who have already had a lot of training and to get
them into areas where we feel they are needed,

Mr. CONTE. You have $3.2 million for that?
Dr. Eammia. $3.2 million.

CHILD MENTAL nraturx

Mr. Coivrz. Child mental health has been your special concern for a
good many years. What do you think NM's greatest contribution in
this area has been?

Dr. Nam. I think the contribution has been at two levels, Mr.
Conte. One is identification of this as a national priority by the'red-
eral mental health program has been a flag which has indicated to
communities, to training institutes and the community mental health
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centers that for too long the needs of young people have been in the
back and have not really been dealt with. In a sense that is a symbolic)
level and that hasn't been without its importance.

Mr. CONTE. Is that also the greatest need I
Dr. PrAvr. No, it is not the greatest need.
Mr. Corrrn. What is the greatest need
Dr. PLAN T. The greatest need is to get a commitment of personnel

at all levels of government in training institutions, in community
mental health cotters to overcome the long-term neglect, including
child abuse, of the need of young persons.

We talk about this being a youth-oriented society and a society that
cares about its children, but there are many evidences that we still do
not care about children and young people to the extent that we
should.

Let me respond to the other part of my initial remarks.
Part F of the Community Mental Health Centers Act, which was

a recognition by the Congress that even in the comprehensive com-
munity health centers we were not paying enough attention to the
needs of children, is a second very important element.

Third, in relation to research grants and training grants we estimate
that close to one-sixth, 16 or 17 percent of all of the funds spent by
the National Institute of Mental Health are directly related to the
mental health and other needs of young persons.

DEPRESSION

Mr. Cowry. Mat does a psychiatrist mean by "depression" as op-
posed to the way he ordinai y person uses the term I

Dr. PIAUI'. Let me respond in part here and then in more detail
after a consultation with Dr. Brown and others for the record if I
may.

Mr. CONTE, Certainly.
Dr. Pwarr. A psychiatrist means by "depression" the phenomena

ranging from the transitory frequent experience of all human beings,
namely a feeling of inadequacy, feeling of lack of worth, inability to
mobilize energy to do our day-to-day tasks, ranging to very severe
disorders which totally incapacitate such as the depressive phases of
manic depressive illness.

Depression is the second most frequent cause of admissions to State
and county hospitals and to the psychiatric wards of general hospitals,
exceeded only by schizophrenia. An increasingly large number of pa-
tient care episodes in outpatient facilities are for patients that have
depression. Men as well as women.

Dr. EOEBERO. Why don't you mention lithium?
Dr. Pr.Atrr. What Dr. Egeberg has reminded me of here is one of the

most important scientific breakthroughs in the area of treatment of - --
severs depressions, particularly depressions associated with the most
serious kind of depressive illness, namely, treatment both in the acute
phases and preventive, by lithium carbonate of depressive iii.:ess and
disorders. This has been found to be extremely useful, and the Food
and Drug Administration is just in the process of certifying this
medication so that it can be more broadly used. With your permission
WA will supply a detailed report on that.
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Mr. Comm. Also if yon can supply for the record any other research
on the causes and treatment of depression;

Dr, PLAIN. It will be a pleasure.
(The information follows:1

DEPRESSION

DEFINITION

The concept of depression has been used to describe a normal emotional state
of varying degrees of intensity, a personality style, a symptom and a set of ldent-
rlabtn Involving several distinct patterns of symptomatology, As a
mood, depression is part of normal human living. Feelings of sadness, disappoint.
tnent, and frustration are within the vicissitudes of the normal human condition.
The line between normal and "clinical depression" is not clearly demarcated, but
when the state goes beyond the normal emotion of sadness and begins to have
major effects on behavior, thinking, and physical functioning, we begin to think
of the condition as pathological. Asa symptom, pathological depression often
occurs in association with other psychiatric and medical illnesses and may pose
difficult diagnostic problems.

In current clinical practice, diagnosis of depression delineates one or more
syndromes in which there are abnormal, persistent emotional changes associated
with feelings of worthlessness, guilt, helplessness; anxiety, crying, suicidal
tendencies; loss of interest in working and other activities; impaired capacity
to perform everyday social functions and accompanied by such physical altera-
tions as anorexia, weight change, psychomotor retardation, headrohe, and other
bodily complaints. Even to the untrained observer, most depressive states are
dearly seen as pathological by virtue of their intensity, persistence, and other
interference with normal social and physiological functioning. All these symptoms'
seldom occur In any individual patient. Varying combinations are observed. Tra-
ditionally, there have been many different theories concerning causation. Several
systems of diagnosis reflecting these differences are currently in use by payeht.
atrists and other mental health profess:ter:els.

PSYCHOLOGICAL APPROACHES

New concepts of the underlying psychological basis for depression are cur-
rently being investigated at both the animal and human levels, One approach
seeks to create an animal model of helplessnessthought to be one major facet
of depression in man. Another studies the clinical treatment of adolescents in
crisis of depression and suicide. Finally, a psychological approach based upon
the prineipiles of behavior modification seeks to design a treatment procedure
for the milder forms of clinical depression. A review of promising theories and
paths in research was conducted through an NISIIIsponsored conterobr, to
encourage new directions and make recommendations for the future.

LITHIUM THERAPY

Lithium carbonate, a simple chemical salt previously used as a tsble salt
substitute was discovered to have psychoactive properties in 1949. Following a
long series of clinical trials in the United States and abroad, including multi-
hospital collaborative studies carried out jointly by the VA and NIMR, it has
been conclusively shown that lithium carbonate: (1) is an effective agent for
the acute treatment of the manic phase of manic-depressive psychosis; (2) when
given on a long-term maintenance basis, markedly reduces the recurrence of
affected episodes in individuals diagnosed as having manic-depressive illness;
(3) Is ineffective in controlling some forms of recurrent depressive illness.

The effect of the drug is quite speeifle in controlling the symptoms of these
disorders and when blood levels are carefully monitored, side effects are minimal.
The specificity of this drug and the studies of its mechanism of action have
advanced our knowledge of the mood disorders an encourage the use of
various other psychoactive drugs to prevent relapse in other major mental dis-
orders. Individuals previously known to be at risk for repeated recurrences of
major mental disorders now have an effective agent to protect them against
these crippling episodes.
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SPECIAL YOUTH ALCOHOLISM PROORAMS

Mr. Cowrit. You mentioned in answer to the chairman's question,
Dr. Chafetz, that alcoholism among young people was increasing and
alcohol seems to be replacing heroin use. Does the Alcohol Institute
have any special programs for this ago group?

Dr. °HAMM. We have not targeted in specifically to the young ago
group because this information is just really becoming available to
us. We have found, however, in some of our specialized programs, for
example the drinking driver program associated with the alcohol
safety action programs of the 'Department of Transportation, that
many of the persons that are being picked up for "drinking while
intoxicated" are young people. Second, in the Indian alcoholism pro-
grams, we aro finding a lot of young people coming into the programs.

We have, of course, developed a national education prevention pro-
gram which is targeted specifically, and hopefully most fruitfully,
at the young people of this country. We have not, however, tried to
set up specific treatment programs for young people per se.

Mr. Cowl's. It might be an area that has tremendous potential.
Dr. Cirarerz. I think you are absolutely right, Mr. Conte. You may

not know this but before 1 became a bureaucrat T was a Massaehu-
settsan. One of the studies that we did in the Cambridge Court Clinic
was a study to find first-arrest offenders with alco.ol-related prob-
lems. When we proposed this study we thought we would get an age
group of 18 to 20, and we ended up with a study group between the
ages of 14 and 16.

I would say to you that from the findings of that study two things
are important to our statement here.

One is that these young .people are not just having troubles with
alcohol alone, they are having other problems, but that society turns
its deaf ear to them and they resort to alcoholism. Second, that their
needs do not have to be taken c. ye of by specialized alcoholism treat-
ments. They ought to be part o: the total health treatment delivery
system.

EFFECTS OF MARIHUANA ON HEAVTII

Mr. Corm. In answer to the chairman's question on drugs, Dr.
DuPont, on the effect of marihuana on the body, you didn't give a spe-
cific answer. There are some reports that continual use of marihuana
has some effect on the body's immunity to disease generally. Have you
gone into that?

Dr. DUPONT. This belie f stems from a recent study done at Columbia
*University by Dr. Nahas. One of the problems in drug abuse findings
of course is the sudden emergence of a new finding with rapid dissemi-
nation due to the media. It takes a little while for the scientific com-
munity to evaluate these initial findings carefully. This finding is one
of a number of problems we are looking at more carefully.

In the last year there have been new reports of chromosomal break-
age resulting from marihuana usage. This has also caused us consider-
able concern and we are carrying out further studies to assess its va-
lidity. Dr. Nahas' study was not a clinical but a laboratory study. We
have no reports indicating that the incidence of infection or disease
is influenced by marihuana use.
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MENTAL HEALTH PROBLEMS ASSOCIATED WITH TIM 'ENERGY CRUM

Mr. CONTE. A few months ago HEW predicted mental health prob-
lems would increase because of the economic and energy problems. Do
you have any early readings on how that prediction is being borne out?

Dr. ROMERO. No, but we have evidence in the past where there has
been a crisis in which people are deprived or made anxious and the
number of admissions to the psychiatric institutions have increased.

Dr. Plaut, have they increased recently in our mental health cen-
ters?

Dr. NAM Getting hard data in this short time period is very, very
difficult. We have some impressions, and they go in two directions.

There are fascinating anecdotes relating to difficulty of patients
getting treatment because of transportation problems associated with
the absence of gasoline and the lack of alternative means of trans-
portation.

On the other hand there is no across-the-board evidence that the
number of patients either seeking or utilizing treatment have gone
up or down.

In relation to some of the more subtle aspects of the mental health
impact, the participation jointly, for example, in a gasoline line, can
go two ways. Everybody has a common enemy that they are angry at
and that builds a sense of solidarity, and we have all seen reports in
the press and media about the way in which people sang up on some-
body who sneaks into the line, It is a funny kind of in-group develop-
ing among strangers which is not always characteristic of the Amer-
ican society.

We are continuing to gather information on this. The press has
been very interested.

One of the other aspects we are asking a number of our scientists to
look at is the experimental evidence from the Quartermaster Corps
and other sources as to what the impact would be on psychological
functioning of normal persons, as well as patients, in an environment
where instead of the temperatum being 12 degrees it is 78 or 80 de-
grees. We are talking about the possible obverse of cold homes, talk-
ing about hot offices and hot homes this summer. This is something
%re have asked a number of our specialists, grantees, to look at and
see whether they can make some predictions as to under what circum-
stances this warmer environment would cause some additional prob-
lems.

I believe Dr. Chafetz has some observations to add here.
Dr. OttArrrz. Mr. Conte, we already have data in those areas most

significantly hit by gasoline shortages and the sale of alcoholic bever-
agm has shot up.

Covrt. On the ott er hand, life insurance companies report that
the mortality rate is down. One of the reasons may be that lower home
temperattires are healthier, people aren't getting as many colds go
ing in and out of the heuse. It is a very encouraging sign.

Dr. CITATETZ. The mortality rate has also gone down on the high-
ways as a result of lowering the speed limit and the fact there is less
usage of mileage. The alcohol industry has felt this is proof alcohol
hasn't been as related to highway deaths as we have stated it to be,
but that is open to question.
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ADAMIIA INFORMATION CLEARINGHOUSE

Mr. CONTE. There seem to be three information clearinghouse op-
erations in the administration, one in drugs, one in alcohol, and one in
mental health. My question is Are they integrated in some way, for
example, do they share computer facilities and personnel?

Dr. EGLBERG. They are integrated and they do share computer fa-
cilities.

They have remained independent so far but we are studying the
possibility of integrating them to a greater degree. If you take the
people interested in alcoholism and add them to a list of those inter-
ested In drug abuse and in mental health, you get a rather large list
of which two-thirds aren't particularly interested in the other sub-
ject. .1(1 we feel it is a good idea to keep them apart for the present
until we can find out how much overlapping there might be.

We have no sharing of personnel but we are having discussions to
find out whether we are overlapping h. any way that could make us
inefficient.

INTERREI.VEIONSMP OF Dam AND ALCOHOLIC ADDICTION

Mr. CONTE. Are studies of addictionwhether of drugs or alcohol.
isminterrelated I

Dr. EOEBERO. Drugs and alcohol have become more interrelated in
the last year or two. -I imagine that within the next 6 or 8 months an
interrelationship of a much greater degree will occur almost of tie.,
cessity.

Mr. Cowrit. Thank you very much. All of you have made a very fine
presentation.

ALCOHOLISM AMONG YOUTH

Mr. CASEY. In response to Mr. Conte's question about the use of
alcohol, you have given us a lot of statistics with reference to ages
14 to 16. If I recall correctly, he asked what you are doing about alco-
holism among the youth. You said you are making the public more
aware of it and trying to get more young alcoholics into the clinics.

iAre you making any changes in your programs?
Dr. CHAFETZ. Mr. Casey, the fundamental way that this is being

respond to of course is through our Youth Education Branch in
the Division of Prevention. But the outcome is being reflected in other
ways.

For example, if I were to take the city of Los Angeles, 5 years ago
they had no A.A. groups that were made up of preteenagers. Two
years ago after the institute had been created and this educational
thrust had begun, they had 12, and last year they reported the number
had shot up to 25. That is just in one metropolis.

Second, vire are finding a shift in the average age of patients coming
into our alcoholism treatment facilities. It is going down considerably.

As I said earlier to Mr. Flood, I think the issue of the alcoholism
thrust in this country after almost 200 years of neglect and 3 years of
concerted Federal effort has a long way to go, and this is one of the
areas that we will have to give added attention.

Mr. CASEY. I will repeat my question. What are we doing about the
youngsters? You tell us what A.A. is doing. Is that the private orga-
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nization or have you had some input into Los Angeles creating these
A.A. units?

Dr. CriArrrz. I am berry, sir. It is our contention that not every-
thing that happens in alcoholism can, should, or will be able to be just
the outcome of Federal efforts. A.A., as you probably know, is a pri-
vate voluntary effort on behalf of alcoholic people.

Mr. CASEY. I know all of that. I want to know what, you are doing.
What do we have this appropriation up here for if it isn't to attack
problems like alcoholism, drug abuse with a Fesieral effort and try to
stimulate private efforts?'

Dr. CHAFETZ. The programs that we fund, Mr. Casey, are the ones
that get those programs like A.A. to have more clients. For example,
A.A., before the NIA AA was established, had a ratient roll of 535,000.
In the 2 years since the start of the Federal effort, they report that their
rolls have jumped to 750,000.

Mr. CASEY. That is what I want to know.

FEDERAL EFFORTS TO STUDY ALCOHOLISM AMONG YOUTH

Dr. CriArgrz. There are other things that just, occur to me we have
not mentioned to you, and I apologize for that.

One, we have recently undertaken the largest survey of teenage
drinking practices and problems that the country has ever had, and
hope to have the results included in the report, to Congress on alcohol
and health,

Second, we have given a contract to the parent-teachers' association
for the purpose of developing educational efforts in the schools so
that people who have problems can get to treatment facilities.

Third, we have a contract with the educational commission of the
States which will provide another way to prevent alcoholism among
young people.

We also have a very active program with the JayCees organization
which attempts to mobilize young people who are getting into trouble
with alcohol to get to the treatment facilities.

Mr. CASEY. In other words, you do have something going on in the
schools?

Dr. CHAFE 'z. A tremendous amount, sir. I think we are doing more.
I guess every once in a while I get humble and I apologize.

FEDERAL ALCOHOL EDUCATON PROGRAMS

Mr. CASEY. You sometimes have to brag a little bit here when you
are after money.

The Office of Education is strong on counseling and providing
funds for school districts to help employ capable personnel so
that youngsters will know what direction they are going to go in their
educationto see that they are taking the right courses, and to try
to keep them in school. Do you have anything of that nature going
on?

Dr. CHAFETZ. Yes, sir, we have contracts and a very close working
relationship with the Office of Education, with a variety.rie agencies
in the Federal Government so that we can target in on their activities.
We are very actively engaged also with the SRS. We have given them
some money.
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Mr. 0.18SY. IVIlat is the SIRS ?
Dr. CitAFETZ. Social Rehabilitation Service in the Department of

Health, Education, and Welfare, And we also have gone across to
the Department. of Labor. We have a number of interagency activi
ties to tin just what you suggested,

Mr. CASEY. I think that is what, you need to tell us. If you just say,
"We are nuking surveys and finding this," you tell us only that we
have the problem. A survey does tell you how largo the problem is
but I think ymi ought to do more than that. If you want to add
further to the 'record later, feel free to do so.

Dr. etlittETt. Thank you, sir.
Mr. CASEY. This is a problem I think that concerns us all.
[The information follows:]

YOUTt EDUCATION PROGRAM'

While prevention programs may not have the Immediate payoff that is realized
through medical treatment and other health and social services, it must be under-
Mood that prevention is Re only effective way to ultimately remove the spiraling
human costs of alcoholism from our culture. To be successful, prevention efforts
must focus first of all on our Nation's youth. Recent data indicate that young
people are drinking sooner, more often; and In greater quantities than In the
past, }'or this reason it is critical that the Nation's youth learn to handle alcohol
more responsibly than today's adults. In order to accomplish the goal of prevent.
ing alcohol abuse and alcoholism, among this Nation's youth, the youth Film
Lion Branch Is carrying on the following activities :

1. Efforts are being mounted toward prevention efforts both In and out of
school which are targeted toward youth who have not yet established drinking
patterns and toward youth who have already begun to drink alcoholic bereirages.
These programs will include all cultural, racial, and ethnic backgrounds. A grant
has been awarded to the Philadelphia Mental Health/Mental Retardation Asso-
ciates, Inc. in the amount of $124,727, The overall goal of this program is to
minimize the occurrence of alcohol abuse in its various forms and to encourage
the overall psychological development of the youths participating in the pro-
gram, The project is designed to capitalize upon and use the natural modeling
processes already existing In the youth culture of the community, The students
themselves will have an integral role In carrying out this project.

2. Collaborative studies with the NIDA are being planned to design innovit,
tire Instructional materials and teacher training strategies designed to provide
viable and relevant learning experiences for students In the use and misuse of
alcohol. For example, the National Institute on Alcohol Abuse and Alcoholism
entered into an interagency agreement with the Office of Education amounting
to a total of $1 million for the development of a series of films for elementary
and secondary school youths. These films will be completed in fiscal year 1974
and distributed in fiscal year's 1974 and 1976. The University of Michigan School
of Public Health, has received a grant In the amount of $23,883 to develop a
series of trigger films. The purpose of these is to provide a catalyst for group
discussion in a variety of settings. Finally, the National Ckaringhouse for
Alcohol Information Is developin curriculums packages for teachers of grades
K-3, 4-6, and secondary levels. Theseese packages will be designed to quickly meet
the specific needs of teachers writing to the clearinghouse and will integrate
the topic of alcohol into a wide variety of subjects normally taught by these
teachers.

3. Finally, the NTRAA is attempting, whenever possible, to include educational
components for the parents of youthful target groups. Specific programs will be
designed for new parents in order to sensitize them to the issues of alcohol educa-
tion and their influence as role models upon their children.

A grant has been awarded to the Akron, Ohio, YMCA in the amount of $90,203
to Initiate an alcohol abuse prevention program directed toward elementary
students in the 4th, 5th, and 6th grades (ages 9 through 11). The program
includes extensive parent involvement through such mechanisms as communica-
tion skills workshops, video tape replays, etc. Emphasis in this project is on the
development of life goals through the clarification of values, attitudes, and
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decisionmaking. During the second year this program wilt be expanded to 80
additional laiDA's throughout the country.

The National Institute on Alcohol Abuse and Alcoholism entered into a reim-
bursement agreement with the Center for Disease Control to support a preven-
tion and education program under the auspices of the National. Congress of
Parents and Teachers Association. The project represents a unique effort to
sensitize parents and teachers to the fact that alcohol is a drug and that adults
when using the drug (either responsibly or irresponsibly) serve as models for
their children.

Finally, the National Center for Alcohol Education Is developing a curriculum
paeakage to meet th6 needs of parents of young children. This package Is cur-
rently In the needs assessment stage.

Mr. CASEY. Mr. Michel.

sT,Nty COSTS AT CI 1tIIC'S

Mr. Micii. Thank you, Mr. Chairman,
Doctor, under community mental health centers, we have one out

in our area and some of the folks out there now, I understand, are
getting a beefed-up request for additional money. While I would like
to be as helpful as I can, I am getting some reverberations from some
of the people actively engaged in this thing that too much Money
is being allocated to staff, rather than real programs. I wonder if this
is a trouble throughout the country.

Do we find people taking advantage of this real easy Federal money
to just keep piling on one additional staff person after another so it
is getting topheavy and very little left for actual program imple-
mentation

Dr. EOF.BERO. I would rather have Dr. Plant answer it. I did say
earlier, sir, when it comes to supporting these community mental
health centers, on the average we are supplying about 30 percent
of a center's support costs. If there is excess staff it may have some
State or other input.

Dr. PLAUT. In a major new effort such as the community mental
health centers program there are inevitably going to be some growing
pains of the kind you referred to. Over the last 2 or 8 years there have
been a number of groups that have looked at the community mental
health centers program, ranging from your own GAO to some of Mr.
Nader's operations.

It is very interesting that a significant proportion of the criticism
aimed at this program from Mr. Nader was based on documents that
had been prepared by NIMII staff. So we have been aware there have
been problems with this program,

I know in one of the Midwestern States there has been very specific
concern with the extent to which staff was being added and it might
not be the best use of the moneys. I would say on a national basis, the
salaries in these community mental health centers are barely com-
petitive with the other settings in which people might be working,
that the response of the community and the citizens boards to the
dedication and the work the center staff, white not universally favor-
able, it has generally been favorable.

There is no question there have been cases where this hasn't been
policed as well as it might have been by the Federal Government or
by the State mental health authorities that are increasingly moving
into standards setting in regard to these facilities.
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We have a number of contracts outstanding which are attempting
to increase the capability of the States to set such standards and to
identify weaknesses of the kind you describe.,

Dr. kozszao. I have some statistics hero, sir. Our staffing grants
support only a portionOf the costs for professional or paraprofessional
personnel.

Sixty-five percent of a center's budget in 1072 went for salaries; 66
percent in 1071; and 66 percent in 1070, Twaty-seven percent goes
for operating expenditures.

SALARY Lawns OF STAFF OPERATING OMflU'S

Mr. Mtonn. Are those salary levels pretty uniform throughout the
country or is there a wide disparity there I/

Dr. PLAIrr. There is a very wide disparity.
Mr. Montt,. Is that good!
Dr. PLAUT. I think it reflects the diversity and the heterogeneity,

Mr. Michel, of this country; .
Mr. Mtottn. I don't atm to imply by my question that I think it

ought to be uniform, b cause like postmaster's salary in the old days,
if you got down South it. was one of the best jobs in the community and
up in the Northern cities they were going begging. There is still a
difference to some degree around the country, would be the last one
to say because of such and such a salary in Washington, D.C., it lams to
be that in Peoria or someplace.

Go ahead.
Dr. PLAtrr. As you well know from your own experience in your

own district these community mental health centers are not Federally
run facilities. They are locally run State or nonprofit local organiza-
tions. And because of the marketplace economics, pay for profes-
sionals and for the nonprofessional mental health workers will vary
from State to State from urban to regional areas, the cost of living
and other expenses will be different, I very strongly agree with you
that it would be inappropriate for the Federal Government to try to
forces single standard in that regard.

It is true that one of the difficulties in .Appalachia] or some rural
poorer parts of your State is recruiting people because some of the
other advantages which we have in the metropolitan areas are not
available to people. So you have to pay them more. The tax base may
be less in that area. So it creates some very serious problems in terms
of national distribution of mental health resources, trained personnel.

Mr. MICHEL. Thank you.
Mr. CASEY, Thank Nr011.
We will recess until 2.
Pecess.1
Mr. now, The committee will come to order.
Mr. Obey.
Mr. OBEY. Thank you, Mr. Chairman.
I don't have many questions because we went through so much of

this last year.
MARIHUANA AND HEALTH

On marihuana just one question, Dr DuPont.
A number of weeks ago I noticed a study indicating that there
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might be sonic damage of white corpuscles caused by marihuana. I
have since seen an article challenging that study. What is the
situation?

Dr. DuPoNT. That was the study done by Professor Nahas at
Columbia that I referred to earlier this morning. We are looking into
that. This finding hasn't been reported by any other investigator. We
want to get some clinical perspective on that finding.

PROORAM INCREASES IN 1975 ADAM/A DUDOET

Mr. OBEY. Dr. Egeberg, in looking for things that are not so gloomy
in this budget, I do see on page 8 of your justifications that they did
manage to include $200,000 for the construction of a perimeter fence
around the animal center. I wanted to congratulate you on being able to
get that.

On page 10 under drug abuse and then on page 11 under alcoholism,
you show an increase of 71 positions for management and information,
and 10 positions under alcoholism for management and information.
That seems to be just about the only increase in that budget. Is that
right?

Dr. EGEBERO, Yes; that is true. The reason for it was a rather large
increase in things to manage. Very little of this is information
activities.

ADAMMA INFORMATION ACTIVITIES

Mr. OBEY. That was my next question. how much of that is informa-
tion and what kind of information are we talking about?

Dr. EOEBERO. Allow me to speak a minute about information activi-
ties. In the Alcohol, Drug Abuse, and Mental Health Administration,

iwhen referring to information programs, usually we mean education
programs, For example, we need to get scientific information to people
who are dealing with patients who need treatment in alcohol, drug
abuse, or mental health facilities. We gather information from our re-
search projects, and we get it out to the people who need it to improve
the delivery of 'services. There is very little self-aggrandizing informa-
tion included in our activities. I would call most of it technical
information.

But even at that, I doubt this represents more than 30 percent of the
budget in this activity.

Mr. OBEY. For the record would you include some examples of the
kind of information you are talking about.

Dr. EOEBERO. You would like that for the record?
Mr. OBEY. Yes; because it is very essential when we go to the floor.

There are two or three members T can think of who like to play with
that kind of title.

[The information follows :1

NAMPLE or INFORMATION PROGRAMS WITHIN THE ALCOHOL, Daro ABUSE, AND
MENTAL HEALTH ADMINISTRATION

The information systems within the Alcohol, Drug Abuse, and Mental Health
Administration have a basic purpose which is twofold ; (A) To receive, analyse,
interpret and evaluate current information and trends pertaining to the three
general subject areas; and (B) To disseminate such information in a variety of
ways and to audiences which include the scientific and academic communities, the
clinical community, the professions which touch on mental health work In their
normal activities, and the general public. Examples of information programs sup-
ported by the three institutes are provided below.
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NATIONAL INSTITUTE or MENTAL nr.ALTII

The mission of the National Clearinghouse for Mental Health Information is
to provide for rapid and effective dissemination of information in order to shorten
the gap between research findings and their practical application. To this end,
emphasis has been placed on collecting comprehensive and specialized mental
health information on an international basis. Since 1968, the Clearinghouse has
pursued the policy of acquiring and processing mental health literature in all
areas relevant to mental health. Today the NOMHt screens literature in more
than ISO areas of Interest to the mental health field.

The dissemination of information to mental health workers, professionals, and
the concerned public remains the primary service function and responsibility of
the Clearinghouse.

In addition to periodical and special publications, individual requests are
answered through special searches of the computer files. These requests have
grown from 1,185 in 1900 to over 6,800 for 1978. However, since each requester
may ask for more than one topic, the number of single item searches has grown
from 2,240 in 1909 to 10,754 in 1978.

A partial listing of periodical and one-time publications put out by the Clear-
inghouse Is provided below. This listing, which comprises about 20 percent of the
total publications list, Includer source materials for the general public, library
search materials, and substt Ative material suitable for various professional
levels :
Abstracts of the Psychoanalytic Studies of the Child,
Aged Patients In Long-Term Care Facilities.
Cognitive and Mental Development in the First Five Years of Life.
Consultation in Mental Health and Related Fields,
Cost Finding and Rate Setting for Community Mental Health Centers.
Crime and Delinquency Topics.
Dealing with the Crisis of Suicide.
Directory of Halfway Houses.
Directory of Instituttons for Mental Disordered Offenders.
Facts about Autism.
Pacts About Adolescence.
Facts About College Mental Health.
Facts About the Mental Health of Children.
Functions of the Police to Modern Society.
()rowing Up In America.
Handbook of Psychiatric Rating Scales.
Mental and Emotional illnesses In the Yound Child.
MultiEthnic Literature In the High School A Mental Health Tool.
NIMII Research on the Mental Health of the Aging.
Nam Report to Physicians: Treatment of Insomnia.
Nursing Careers In Mental Health.
Promoting Mental Health In the Classroom.
Schizophrenia Bulletin.
Social Change and Human Behavior : Mental Health Challenges of the Seventies.
Suicide Prevention in the Seventies.
Teachers Talk About Their Feelings.
TV Media Content and Control.
TV and Social Learning.
Veterans with Mental Disorders 1068-1970.
Volunteers in Community Mental Health.
Yonth in Turmoil.

NATIONAL itsvrrrrry: ON IsItt70 ABUSE

The Division of Scientiflc and Program information within the National In.
atitute on Drug Abuse coPect/4. maintains. and disseminates a variety of nro-

and inanageinent information. Systems supporting these objectives
include:

The Integrated Drug Abuse Management Information Potent
The Integrated Drug Abuse Management Information System is a eornnuterized

management system designed to nrovide A two way now of Information between
the National Institute on Dona Abuse, and other Federal amides. and the States
and localities across the eountrY. Included in this network of communication is the
Integrated Drug Abuse Reporting Process which consists of the actual reporting
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media established in each State Agency to send and receive client related datawhich are utilized by Federal agencies as well as States and localities In the
development and operation of drug abuse treatment and rehabilitation programs.Also Included is a centralized file which contains, for all major communities,
data elements relating to their demographic and socioeconomic characteristics,
their employment situation, their criminal justice system statistics and other
factors describing them as geopolitical entities,

The Finanotat Management Informatton System
This system provides basic information tools to management at the Federal,

State and local levels to ensure that resources are planned, allocated, and mont
tored in an efficient, legal, and accountable manner. It enables, for example,
individual grantees who need management assistance to avail themselves of
budgeting, accounting and administrative procedures from established managedment sources.

The National Clearinghouse for Drug Abuse information
The National Clearinghouse for Drug Abuse Information collects and stores

information from a wide variety of sources, and drawing upon this mass of data,
products numerous materials, including tact sheets, directories, bibliographies
and other publications, which are distributed to the general and professional
public as well as the Federal and non-federal government agencies.

Reference materials which consolidates the mauy record, posters, plays, and
other materials available to schools and communities on the subject of drug abuse
include "Selected Drug Abuse Education Films," which is a concise guide giving
descriptive summaries as well as the method of obtaining many of these Alms.

The Clearinghouse has assembled volumes of its own Information materials
including pamphlets, flyers and reports. A few of the many reports dealing with
the broad range of topics are "Methadone Maintenance Programs", "Crisis In
tervention: Current Developments"; "Community Action Programs: Voluntary
Action and Drug Abuse: Some Current (Highlights"; and "Drug Abuse Treat-
ment and Prevention: Religious Activities and Programs." The most widely dis-
seminated publication is "A Federal Source Book : Answers to the Mogi Fre-
quently Asked Questions About Drug Abuse," produced jointly by the U.S. De-
partments of Justice; Health, Education, and Welfare; Defense; Labor; and
the Office of Economic Opportunity.

The Clearinghouse has become a valuable reference source for researchers,
clinicians, and others working in the field of drug abuse. Included in the wide
range of reference materials are "The Annotated Bibliography on Drug De-
pendenee and Abuse"' and "The Annotated Directob of Drug Abuse Programs"
in the United states. These major directories are revised and reissued periodic.
ally to keep pace with current developments in the field.

NATIONAL INSTITUTE ON ALCOHOL Win AND ALCOHOLISH

Specific objectives of the NIAAA Public Information and Education Program
include: (a) developing public recognition of alcoholism as an illness, and the
alcoholic as an individual who needs help and can be helped, (b) encouraging
the health system to accept alcoholism as a medical/social/behavioral problem
and to treat the alcoholic with the same attention and consideration as any
other patient, (c) developing public awareness on the effects of alcohol and the
distinctions between responsible and irresponsible drinking, (d) producing
new national environment of frankness about the use and misuse of alcohol, and
(e) achieving a concomitant reduction in the rate of drunkenness, problem drink-
ing, and alcoholism by prevention through education. To achieve these objectives,
the NIAAA established the National Clearinghouse for Alcohol Information to
serve as a focal point for the collection and dissemination of world-wide informa-
tion on alcohol abuse and alcoholism. The National Clearinghouse for Alcohol
Information Makes Widely available the current knowledge on alcoholrelated
subjects. Alcohol and Alcoholism, a publication of the NIAAA presenting some
highlights of modern research on drinking and alcoholism, has been provided
on request to professionals in private medicine, public health, vocational reha-
bilitation, and the behavioral sciences. It has also been offered as a basic docu-
ment on alcoholism to clergy, educators, military program personnel, tabor and
industry representatives and the interested public.

Some practical information on building a network of care for the alcoholic
person and his family is available In "Developing Community Services for Alco-
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holies! Some Beginning Principles." This publication has been channeled to
health and welfare specialists in emergency medical units, rehabilitation tacit!
ties, social services agencies, halfway houses and referral centers; it has been
valuable for health planning council members and administrators as well "Pro
eeedings of the Joint Conference on Alcohol and Alcoholism" is of specific Inter-
est to and has been requested by numerous individuals involved in traffic safety,
probation law enforcement, rehabilitation and the courts. The major conference
objective was to assist in planning and programing at the regional, state and local
levels in dealing with the alcoholic offenders, the drinking driver, and the public
inebriate. The audience mentioned above has also received pamphlet material
including; "The Drinking Driver and the Courts" and "The Drinking Driver and
the Pollee." Items of general Interest--"Alcobol 2 Some Questions and Answers,"
"Thinking About Drinking," and "Someone Close Drink., T Much"have beenwidely utilised by civic groups, libraries and infor,..tation centers, educators,
counseling and treatment agencies and the general public, to name only a few.
SIbliographies with references to the scientific literature covering various as
poets of alcoholism prevention, treatment, and research have been supplied on
demand to alcoholism fieldworkers and individuals In related professions. .

Dr. ROEDER°. Somebody asked this morning about the three agency
clearinghouses. The one in mental health is one of the outstanding
sources in the whole country for information dealing with modern
knowledge in the field of mental health. We supply the knowledge to
anybody in the field who asks for it.

(MILD MENTAL MEALTIt STAFFING GRANTS

Mr. OBEY. Page 12 of your justifications it points out that in mental
health "The increase of $7,844,000 will provide for funds for additional
c_ ontinuation costs. No new funds will be awarded." .

I am especially interested in that area I remember Dr. Brown men-
tioning in hearings last year that first admissions of kids under 16 to,
State mental hospitals had just about doubled since 1962. I am wonder-
ing how it is really possible to justify no new fonds in a program area
like that, given those statistics.

Dr. FiGEBERCI. It is like much of the other justification. We feel we
have primed the pump and demonstrated with the States how much
can be done. The feeling of the Administration is that this has been
done well enough so that the Statesand there are many indications
that they willare now going to take over more of this.

I don't know whether you were here this morning when I said that
in community mental health centers, of which some of this is part, the
Federal Government on the average pays for 80 percent of total
operating costs and nonFederal sources including the States and
counties pay the other 70 percent.

Mr. OBEY. I think you can argue that the opposite way. You can say
they are spending 76 percent now and this is a pretty big share of the
burden. Why increase IL We are talking about property taxes which
hurt a lot more than income taxes do, atleast in most cases.

The other point would simply be that State and local units of goy-
eriunent -may have been shown the way to a certain extent by the
Federal Government, but the statistics seem to indicate you have more
kids going into State hospitals than you had 10 years ago unless the
figures have changed since last year.

Dr. ROBBER°. I am afraid that is true.
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EVALITATION STUDIES (W MENTAL HEALTH TRAINING PROGRAMS

Mr. OBEY. In response to the chairman's question earlier abont your
evaluation of your training program, you Andicated that you would
be happy to provide that for the record. But I note in hearings last
year the chairman said to Dr. Brown "Last year you told us you were
making an evaluation of your training program. Let us have a copy
of that evaluation study. Also let us have a summary of the results of
the evaluation for the record."

Mr. FLOOD. If the gentleman will yield, I am glad you asked that.
I have before me last year's hearings. I had asked you earlier last year
we were told, that is what the gentleman refers toan evaluation of
the NIMII training program is underway. I said to you, "Has the
evaluation been completed?"

"It hasn't been."
If the gentleman will refer to 158 at the end of the quotation you

say "A preliminary report will be available in July 1978."
You told us that last year and that is why the gentleman is asking

that question now. You told us last year it would bo ready in July 1973.
I meant to follow that up.

Dr. BROWN. We are completing our evaluation. .

Mr. OHM What is slowing it down?
Dr. BROWN. Some administrative problems have slowed down the

completion of this report.
As we noted this morning, a preliminary draft has been completed.

However, the general policy decision to have the Federal Government
phaseout support for health manpower training is so clear that the
evaluation might not have an impact.

Mr. FLOOD. I knock on the door and now I come in. What did you
say?

Dr. BROWN. I am trying to put this as cogently and diplomaticall?',
as possible. But the command decision was so clear that the evaluation
study might not have changed that command decision no matter what
it said.

Mr. OBEY. In other words don't confuse us with the facts.

INDIAN ALCOHOLISM PROGRAMS

Someone mentioned the Indian alcoholism program. What percent-
age of Indians have been reached by that program over the last 2 years?

Dr. CHAPETZ. Our best estimate is that the Indian alcoholism pro
grams which have been developed by the Indian people in concert
with the Alcohol, Drug Abuse, and Mental Health Administration
have reached no more than 20 percent of the real need.

Mr. OBEY. You don't really think if you have to rely on community
support you are going to be able to reach many more Indians in the
next year or two do you I

CDr. HAFfir7,. On the basis of evidence that we have I don't think
Iwe could make a definitive statement that is possible. think it is a

fact we all know that in the sharing of resources historically the
Indian people have gotten short shrift.

It is our hope with the formula grant programs that have been
made available to the States and the success of the self-determination

32-030 O. 74 - 30
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program on alcoholism that the Indian people have effected that they
will do better. But I have no way of knowing whether that will be an
historical reversal.

Mr. OM. It is my hope, too, but my knowledge of seven or eight
Indian tribes in my State leads me to conclude that hope is in no way
related 0 reality. That just isn't going to happen.

Indians have been treated badly enough by the Federal Government
but you get down to the local level and it can be even worse. I think
it is completely unrealistic and primitive to assume the needs of the
American Indians, as far as alcoholism or any other program is con-
cerned, will be met at the State and local level without considerable
Federal prodding. It isn't going to be done and I think the record in
every program area I can think of would bear that out.

Air. FLOOD. I would like to say, Doctor, I don't have any Indians in
my hard coal district.

With reference to the Federal part of it, certainly a blot on the
face of America's escutcheon is the treatment of the American Indian
and now most unfortunately in the area with which you are concerned:
I wish and r am sure my friend and all of the subcommittee will join
me, when you get the record will,you devote something to a case history
of this program with the American Indian at as much length as you
think it reasonable under the circumstances?

Dr. CitAnirz. I not only welcome that opportunity, Mr. Chairman,
1 deem it essential.

[The information follows;]

CASE HISTORY ON THE PROGRESS OF INDIAN ALCOHOLISM PREVZSTION AND
TRSATMEND

Since its establishment in 1971, the National Institute on Alcohol Abuse and
Alcoholism (NIAAA) has recognized the special severity of alcoholism problems
among American Indians and has made support of alcoholism programs for them
one of its top priorities. In 1971, the NIAAA funded 12 projects in the amount of
$750,000 to combat alcoholism among the American Indians and Alaskan Natives.
During fiscal year 1972, 45 new Indian projects were funded for a total cost of
$3,341,126. In fiscal year 1973, the NIAAA supperted 97 Indian alcoholism proj-
ects totaling $0,498,518 in hoth urban and reservation areas and is continuing
these programs in fiscal year )74. We have taken precautions to insure that they
are, in fact, intrinsically Indian. The program guidelines stipulate that each
project demonstrate Indian community initiative and self-determination, as mani-
fested by Indian control over the administration, operation, and staging of the
programs.

The primary objective of the NIAAA and the Indian alcoholism program is to
assist in making the beat alcoholism treatment and rehabilitation services avail-
able at the community level. To accomplish this objective each program Is de-
signed to provide a variety of services which may nclude residential care, in-
cluding room and board, for problem drinkers who seek helpIndividual counsel-
ing, job placement, referral service, group therapy, Indian AA groups, dielapt,
lectures, work therapy, recreation and self-government, Other methoda which art,
being utilized to help Indian communities solve their alcohol abuse problems in-
elude broad programs of public education, training of Indian people, and develop-
ment of community services.

Since their inception, the Indian alcoholism progranis have had a significant
Impact upon the Indians' attitude toward drinkingthe first vital step in recov-
ery. The communities and Indian tribes living on reservations have gained valu-
able knowledge about alcohol abuse and are now viewing alcoholism as a major
social, cultural, and economic problem. Other alcoholism programs without Fed-
eral funds are being developed, and community resources are being organized in
a concerted effort to meet the needs of Indian people afflicted by alcohol, The fol-
lowing are examples of the results achieved by our alcoholism programs:

Fifty percent of our Indian alcoholism program clients recover and become
productive citizens-10 per#ent of these become sober-40 percent change
drinking patterns for the better (family relationships are improved).
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Fifteen to twenty percent get jobs through the programsthis is especially
important exceedingly high rates of Indian unemployment.

Our programs are encouraging Indians in Federal, State, and local jails
with alcohol problems to enter into treatment programs after release.

Approximately 100 Indian Alcoholics Anonymous groups have been estab-
lisheda remarkable acMevement, since prior to our programs Indian people
traditionally shunned AA groups,

To further carry out its objectives an Indian Desk is maintained within NIAAA.
It is staffed by experienced Indian people to monitor, assist, and advise these
programs. In addition, it is charged with the responsibility of maintaining close
liaison with concerned Federal agencies involved in Pea Ith care and social service
delivery to Indian people, as well as with national Indian advocate Organizations.
The NIAAA also employs the American Indian Commission on Alcohol and Drug
Abuse (AICADA) to provide technical assistance to Isolated' American Indian
communities on and oft the reservation. AICADA, located in Arvada, Colo.,
has earned an enviable reputation as an organization representative of Indian
interests with experienced in combating the unique problems associated with
alcohol abuse among the American Indians.

In the area of prevention, the NIAAA has explored with chiefs and medicine
men aspects of the Indian culture which may be useful in providing alternatives
to excessive drinking. In Oregon, the NIAAA sponsors an alcohol education pro.
gram run by Indian students in a residential school. In addition, we have
launched a ,national education campaign to inform the American people that
alcoholism is an acceptable, treatable illness. This effort has had an impact on
the Indian people.

To parallel the above efforts of NIAAA, a special "minigrant" program was
Munched in fiscal year 1973 to provide $5,000 to $10,000, 1-year project grants
to Alaskan Native communities to assist their people in developing their own
alternatives to combat alcoholism among th3 Alaskan Native people. During
fiscal year 1973, the NIAAA funded 44 Alaskan Native minigrants in the amount
of $472,823. Since 1973, 122 additional new minigrant applications have been
received and recommended for approval. During fiscal year 1974, the NIAAA will
support approximately 160 Alaskan Native minigrants totalling $1,600,000, and
approximately $900,000 will be utilized for other activities focusing on the
Alaskan Native.

The overwhelming response of the Alaskan Native people has been to con-
struct, remodel, or rent village centers to serve as focal points for Alaskan Native
people in which to engage in a variety of constructive activities such as arts
and crafts, youth and adult recreation, repair and sale of small machinery such
as snow equipment, employment training, village meetings and AA meetings.
The 'ariety of planned activities and. equipment are regarded by the Alaskan
Native communities as their most urgent need and most effective way to begin
helping their people face and overcome their drinking problems.

Another collaborative effort which will soon be underway on behalf of the
Alaskan Natives is a public information campaign. As a result of a special ap-
propriation, NIAAA has allocated funds for the specific purpose of developing
a massive statewide public information media campaign which will stress pre-
vention of alcohol abuse and alcoholism. This activity is beng carried out with
key people in the State of Alaska who are currently involved with toe, various
alcohol programs. It is anticipated that the organizational work will commence
at the beginning of fiscal year 1976.

In addition, the construction of the Alaska pipeline will have a tremendous
impact upon the Alaskan Natives. We anticipate that the pressures and problems
associated with this project will cause immediate changes in the incidence of
alcohol problems and alcoholism in Alaska. To counteract this problem, the
NIAAA is currently exploring the possibilities of implementing additional pre-
vention activities prior to the advent of the pipeline construction. Studies are
underway to develop programs to provide information and education to the
villages, training programs in conjunction with the University of Alaska and
counseling programs.

INDIAN HEALTH SERVICEALCOHOLISM PROJECTS

nv..4 1013 Pleat 10 Pixel itp;

Con..ressional request 1266,000 6266, 060 6266, 000A pvtionia 266,
Oppoerating Wet 266, 266, lit



464

Beginning in fiscal year 1072, an additional $268,000 has been available an-
nually to initiate and expand tribal programs in alcoholism prevention and con-
trol in those Indian communities that had no existing resources. A total of 18
small community alcoholism programs, Indian conceived and managed were
able to be Initiated in fiscal year 1M.

In fiscal years 1073 and 1074 some of the previously funded projects were con-
tinued, a few were funded in full amount by the National Institute on Alcoholism
Abuse and Alcoholism, and several of the projects that were previously unfunded
were initiated,

These projects have served a definite need that could not otherwise be met.
Present use of these monies continues to meet needs for the small community
project, which proves to have merit for that community.

Indian alcohol programs are funded primarily from the NIAAA Special Proj-
ects division which has been designated as the funding source for Indian Al-
coholism projects.

The problem of alcohol abuse and alcoholism among Indian people requires
excellent technical assistance in developing Indian alcoholism programs, train
fag for Indian people, research Into psychosoctal variables of alcohol abuse and
alcoholism among Indian people and sufficient funding is a continued basis into
the future if this serious health problem is to be effectively met.

INDIAN KAM SERVICE

PAW' Is thousinds)

1973 1974 1978

Budgst tt4utit 9213, g20 ;23184, Uti 9280,499
AppcoptlaDoo.,
Opetaling Lii9:991 /90.311

Inchwles 916,001 Is supptomentil (*guests.

All of the congressional increases to the fiscal years 1978 and 1974 budget
requests for Indian Health have been obligated at this time. Further, the on-
going annualised costs of these increases and the flees! year 1074 supplemental
are reflected in the 1076 budget request. The fiscal year 1976 budget request also
provides for non policy mandatory cost increases and a program increase for
ambulatory care. These Increases will reduce the backlog of unmet Indian
health needs.

Mr. Frkoo. I have a visceral sensation very recently, a matter of
a couple of years, even this year I know on the floor of the House
and in committees there is an increasing awarness that there are
American Indians.

1111.72A1; IthALTH SP.RVIOR PROGRAMS

Mr. Mthr,eu, When we provide that additional information you just
requested, Mr. Chairman, I would like to add to it the effort we are
undertaking in the Indian Health Service which comes before another
subcommittee, which I think Mr. Obey was once a member of.

Mr. Freon. 1 have that in mind.
Mr. MILLER. We have a significant initiative there. We have a $30

million increase in that budget, and I know some of it is going toward
alcohol projects.

Mr. OBEY. If there is an increase in the Indian health budget a
good portion of it is restoration of the cut accomplished last year.

Mr. Nfur,v.a. I don't believe so. Our own budget covered the man-
datory costs last year and Congress increased it. We spent that, money,
There hasn't been a decrease in the Indian Health.

Mr. OBEY. I will go back and check it again but my recollection
is that the money which we included in the supplemental 2 years ago
hadn't been spent last year.
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Mr. MILLER. I am reasonably certain that the supplemental in 1978
and the congressional increase In 1074 were ultimately spent. I agree
it took a long time but it was done.

REDUCED BUDGET REQUEin FOR ALCOHOL PROORAM

Mr, OBEY. Let me ask Dr. Egeberg one more question. I think I
recall the President's message on drug abuseI may have the wrong
speechmade the assertion last year that alcoholism was the worst
drug problem we had in this country. In light of this budget I
wonder if there is anybody in this room who can tell me what has
happened to change that?

Dr, FOEBERO. I would rather Dr. Chafetz did, but I am aware of
ithe fact that a number of the projects supported in alcoholism, began

about 8 years ago and receive their final year of support this year.
That is one reason for the reduction in the fiscal year 1975 budget.

I think Dr. Chafetz would be more approximately prepared to
go into further detail on this.

Dr. CHAFETZ. Mr. Obey, I think the situation visavis alcoholism
and the request for fiscal year 1976 funds is such that many of these
programs that we will irk' supporting both with the fiscal year 1974
funds and the released fiscal year 1973 funds will get started so late
that they don't really impact on the budget you have before you. So
I think that is why we will not be cutting down.

At the same time, as Dr. Egeberg correctly points out, many of these
projects are ending their period of demonstration and our commit-
ment to them is at an end.

Mr. Oen'. I am somewhat concerned because you yourself indicated
this morning that you have a larGe switch from other drug use to
alcohol, and I just don't think this budget sufficiently reflects that
increased problem.

Dr. Crrarrrz. Mr. Obey, I think that having been in Washington
now for about 31/2 years I recognize that the appropriations process
has the Executive preparing the budgets and then Congress lends its
wisdom, and I promise you the Alcoholism Institute will spend what-
ever moneys, are appropriated td it wisely and well.

Mr. OBEY. I have never heard that said before.
Mr. FLOOD. Let me say it this wayI couldn't have said that better

myself. That is praise from Caesar.
Dr. CHAFEZ. Mr. Chairman, you know what happened to Caesar?
Mr. Frkon. He was good too.

TERMINATION OF FEDERAL SUPPORT FOR OMHO'S

Mr. OBEY. One other question on the community mental health cen
ters, and I asked about the same thing last year of Dr. Brown.

Let me give yo.i an example in my own district to spell out what I
think happens when you terminate those programs. Then I would like
to have your response as to whether or not I am wrong in my
conclusion.

Last year I,had two communities in my district, my own hometown
city, Wausau, which hack built and staffed a community mental health
center in the past 2 ye.i:s. That is a fairly wealthy town as towns go in
my district. The other town which was slated to get assistance to con-
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struct and staff one of those centers was a town further north by the
name of Ashland. That was a much poorer town. The unemployment
at. that. time was around 10 to 12 percent I believe. The unemployment
in the northern half of my area around the city of Ashland is about
double what it is in much of the southern part.

It is my observation that what you do when you cut off these
projects from funding is that you really penalize the community which
perhaps needs the assistance the most. I know there has been a higher
level of funding for your poverty areas, but despite that, lust because
of the nature of community leadership which you have in a town,
which is better off as opposed to the town which is hurting econom-
ically, you have the town that have been well off apply for these funds,
recogmze their needs, build what they have to build and the other
towns that are a little slower to catch on about Federal grantsmanship
a little more reluctant to ask for outside help, are the ones who have
less services of these kinds. Yet that community probably needs that
kind of service more than my own hometown.

Would I be wrong to conclude that is likely to be the pattern gen-
erally across the Nation?

Dr, ROEMER°. I can assure you Dr. Brown has tried very hard, as you
referred to in part of what you said, to see. that poverty areas received
more rathm than less support than the average community.

On the other hand I can well imagine a place that does not have
adequate local funds might have difficulty receiving support.

I wish Dr. Brown would enlarge on that.
Dr. BROWN. Mr. Obey, it is hard to take a piece of it. Let me respond

to it in a bigger context.
We will at the end of this coming year have 626 centers which are

funded and 536 that are operational.
We estimate there are another 75 centers that have gotten underway

by State and local efforts without the Federal construction or staffing
help.

I am fond of saying we are halfway home, have covered half the
Nation. The issue before us is what we do about the uncovered half of
the Nation.

There are three tools availablelove, technical assistance, and
money. We will use any one or all of those three. If we have within our
grasp love and technical assistance that is what we will use. If money
is made available, I think that, will move the situation obviously that
much faster.

ECONOMIC STATUS OF COMMUNITIES SERVED BY CMHOIS

Mr. ORE N. Is there any way for you to provide this committee with
a measure of the economic well-being of the communities which have
had centers established under this program versus the communities
which would have been scheduled to get them 2, 3, and 4 years down
the line?

Dr. BROWN. We have excellent data on that because of the nature
of poverty grants which have the 00-percent matching. Across the
country arm. are divided into poverty and nonpoverty areas. Nearly
60 percent or the Federal money goes into poverty areas, 40 percent in
nonpoverty areas.
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Mr. OBEY. That is an entirely different question because you have a
different matching arrangement ; do you not?

Dr. BROWN. That is correct.
Mr. Onyx. What I am asking, do you have a list of communities

right now and could you tell which were the next 200 areas which
would receive those centers?

Dr. BROWN. We can provide that.
Mr. OBEY. My question is could you take those next 200 and is

there any way you rim measure what the average per capita income
is in those communities and compare it to the average per capita in-
come of the communities who have constructed centers up to now?

Dr. BROWN. Yes. It is a bit of work but it can be done. I will be glad
to work that out and provide it.

Mr. OBF,Y. I would he interested.
Dr. BROWN. It is an interesting kind of question, to see whether or

not the next 200 would be lower per capita or higher per capita and
how they would compare with those that have been funded to date. We
will be glad to do that.

informationnformation follows i]

PER CAPITA INCOME OF AREAS SERYE BY EX/STING COMMUNITY MENTAL. IIEALT/I
CENTERS COMPARED WITH THAT OF NEXT 200 CENTERS

At the present time, there are 58 community mental health centers applications
approved by the National Advisory Mental Health Council but unfunded. In addl.
tion, the 10 regional offices are in the process of receiving many new applications.
These will be reviewed by the Council at the June 19'74 meeting. Until this
process has been completed, it will be impossible to determine specifically the
next 200 community mental health centers to be funded. We have, therefore,
provided a listing of the 58 approved but unfunded projects and the median
income of their catchment areas. We cannot guarantee that these would be "the
next 58," or even 58 of the next 200 to be funded since the responsibility for
deciding which particular project is funded rests with the Regional Health
Administration in the DI1EIV regional offices. These decisions are made, however,
within national priorities and objectives established by the headquarters office.

We have computed th a average median Income of these approved but unfunded
applications to be $6,025 as compared to $0,883 for centers already funded. The
slight variance upward is attributable to the fact that a large number of severe
poverty areas have already received centers support. Approximately 69 percent
of all funded centers serve poverty catchment areas. In addition, the centers
listed represent those not selected for funding in prior years, in many cases be.
cause poverty grants were given priority over nonpoverty or less indigent
poverty grants. The 58 unfunded centers follow,
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Mr. OBEY. That is all, Mr. Chairman.
Mr. FLOOD. Mr. Robinson.

FUNDS RELEASED FROM THE FISCAL YEAR 1073 APPROPRIATION

Mr. ROBINSON. Doctor, at the bottom" of a good many pages in your
justification there are several statements, indicated by asterisks, ex-
cluded such and such amount of funds of appropriations restored.
I don't see any place in the justification where we have the total amount
of such funds that have been restored with regard to the institutes
we are discussing this afternoon. What is the total amount that is in-
volved that is still available of these restored funds?

Dr. EOEBERO. I think the total amount is within the parentheses at
the bottom of the pages.

Mr. Rosizoox. I wanted to add it up.
Dr. EOEBERO. $139,888,000 for the Alcohol, Drug Abuse, and Mental

Health Administration.
Mr. ROBINSON. These are funds that are still available?
Dr. EOEBERG. That we have available to obligate.
Mr. ROBINSON. And have to be obligated by the end of this fiscal

year?
Dr. EOEBERO. The fiscal year 1973 funds, by February 7, 1975.

RURAL MENTAL HEALTH ACTIVITIES

Mr. ROBINSON. I represent a large rural area, and as a Member of
Congress representing such areas that are becoming increasingly fewer
as time goes on, I have some concern about the equitable availability
of, not lust these programs, but all federally funded programs to all
of my constituents. I wonder in this connection if -von would comment
on what you consider to be the current availability and equitability
of mental health services and the other related services we are dis-
cussing today with respect to small communities in rural areas. This
is an extension of what Mr. Obey was asking about.

Dr. EOEBERO. I would like to impose on Dr. Brown again to tell you
about that.

Dr. BROWN. We had some pretty interesting figures on how at least
in the rural county mental health, rural and very rural, have fared.
Quite well. Partly because of the poverty funding initiative.

Two hundred and thirty of the community mental health centers,
that is, 42 percent of all of the centers funded, were in 784 predom-
inantly rural counties outside the standard metropolitan district.
Somewhat more than you would have awarded with just population
equation.

So we even have broken it down to how well the 500 poorest rural
counties, which are called very, very rural, I think 11 persons per
square mile, have fared, and there too we have managed to cover about
a third of those counties. Again a little touch more than if they had
just gotten their fair shake so to speak in terms of urban, suburban,
and rural populations. In that sense we paid special emphasis to the
rural. It leaves again before us the fact that somewhere between one-
half and two-thirds do not yet have Federal coverage.
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EQUITABILITY OF DISTRIBUTION FORMULA

Mr. ROBINSON. My question goes a little deeper than that. I am
wondering whether or not you think that the formula that you are
using is the proper formula, the best formula, under the circumstances,
or whether in order to be more equitable it should be changed.

Dr. BROWN. It is not the best. because there is definitely a higher cost
that just has to do with distance and transportation one has in addi-
tion to per capita income. You can have a tight eight block area that
has $3,000 or less, and you can have literally 18,000 square miles with
the same number of people. It just costs more to take into account the
geographical dispersal, the transportation to satellite

We have never figured out a way of getting that into the distribution
to give the extra inch of weight to that.particular dimension.

Mr. RonixsoN. Do you P011t;rate to give thought to it, however, in
terms of the possibility of doing so?

Dr. BROWN. If there is a new law that permits the program to be
continued, I can assure you this will be taken into full account.. But
there is no need for it as things presently stand.

ALCOHOLISM POVERTY TREATMENT PROGRAM

Mr. ROBINSON. On page 46 of your justifications, you talk about the
poverty program and you go back to fiscal year 1973 and say that 164
grants were funded under the community alcoholism services, poverty
program. And from then on you talk about other programs but you
do not again mention this particular area.

What is the status of that program and why don't we find further
mention of it as we go down the explanation?

Dr. CirAFETz. Mr. Robinson, as you probably remember, the NIAAA
at the end of fiscal year 1972 took over about $14.4 million worth of
Office of Economic Opportunity projects, allowing us to target in on
the poverty areas. We are not only pleased but gratified by the response.

However, at the time the commitments for the transfer was made
we had guaranteed that the Institute would be responsible for jusf,"2
years of continuation funding which terminates. RS the President's
budget reads, with fiscal year 1974 funds. Certain high priority in-
novative programs, however, will be continued in fiscal year 197 for
approximately $6 million, including some poverty programs, if the
budget is approved as it is.

ALCOHOL RESEARCH AND TREATMENT PROGRAM

Mr. ROBINSON. Continuing our discussion and recalling that certain-
ly based on the discussions so far alcoholism seems to be becoming a
more significant rather than less significant problem, on page 3 of
your statement you mention in support of the National Institute of
Alcohol Abuse and Alcoholism: "More than 100 research investiga-
tions ranging from studies of the etiology of liver cirrhosis and other
alcohol-related disease, to careful examination of the withdrawal syn-
drome and its treatment."

I wonder to what extent your budget is allocated to the treatment
of alcoholism medically speaking vis-a-vis the cirrhosis of the liver
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and to what extent it is concerned with the rehabilitation as the with
drawal syndrome would indicate?

Dr. CirArE'rz. Mr. Robinson, that is a very important question.
As a physician, as a health professional, I would say one of the

problems of the condition had been that we just. dealt, with certain
segmented aspects of it and have forgotten about the whole individual
and his family and his society.

Our approach is for community-based total resources in order to
respond to the needs of the indivi.dual, so that we have never broken
down our programmatic support where somebody is going to take care
of his liver and that is all we care about. We are interested in the total
picture and building it into the whole health delivery system.

Mr. Roarcsox. Then of these 100 research investigations there is no
breakdown as to which of those are medically oriented and which are
not?

Dr. CirArErz. I am sorry. That I can give you.
Mr. ROBINSON. Just. supply that for the record.
Dr. CuArv.Tz. I am awry I misunderstood that. We will supply it

for the record.
[The information follows:]

MEDICALLY ORIENTED ALCOHOL RESEARCH

Of the 106 alcoholism research investigations supported by the National In-
stitute of Alcohol Abuse and Alcoholism, approximately 50 percent are medically
oriented, that is, dealing with diseases such as cirrhosis of the liver, pancreatitis,
delirium tremens, nutritional diseases, and others. Another 20 percent are re-
habilitationor treatmentoriented, for example, studies on treatment tech-
niques and methodologies, studies on utilization of proven therapies, and socio-
logical studies to define the organization structures needed to provide these effec-
tive techniques, such as continuity of care, coordination of services, and adequate
referral services for alcoholic persons. The remaining 30 percent deal with pre-
vention and education studies, and with basic biological and behavioral research.

IMPLEMENTATION OF THE *UNIFORM ALCOHOLISM AND INTOXICATION
TREATMENT ACT

Mr. ROBINSON. On page 4 you mentioned a subject which is very im-
portant considering your intention of trying to promote community
participation and the implementation in the States of the Uniform
Alcoholism and Intoxication Treatment. Act. What is the present sta-
tus of the implementation of that act in terms of the number of States
that have adopted this model legislation and those that are in the
process and so forth ?

Dr. CuArrrz. Seventeen States have already adopted the Uniform
Alcoholism and Intoxication Treatment Act, or similar legislation.
Nine more have. it under active consideration. However, there is still
the amendment, to the Comprehensive Alcoholism Act that has been
considered in both Houses of the Congress and is nowthe differences
between House and Senate versions having been resolved and passed
by the Senate sideit is waiting a decision on the House side.

In the amendment is a specific provision that will authorize moneys
to be supplied to those States that have adopted the act to help them
implement its provisions. It is our considered opinion that if the
legislation becomes law, as has historically been shown money will
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bring interest, respectability, and change. I should also not© that the
fiscal year 1975 budget request. contains $7 million for planning grants
to States to implement provisions of the uniform act.

Mr. ROBINSON. For the record would you list the 17 States, the 9 in
which you think adoption is imminent t

Dr. CHAFED,. I will be happy to, sir.
[The information follows:]

STATES WHICH HAVE ADOPTED, OR ARE CONSIDERING ADOPTING, THE "UNIFORM ALCO-
HOLISM AND INTORICATION TREATMENT ACT" OR SIMILAR LEGISLATION

Passed uniform act or
Alaska
Arizona
Colorado
Dist rkt of Columbia
Florida
Hawaii

trader con4fderatton
Alabama
Illinois
Iowa

similar legislation
Kansas
Maine
Maryland
Massachusetts
Minnesota
Nevada

Michigan
Nebraska
New Jersey

New Mexico
North Dakota
Oregon
Rhode Island
Washington

South Carolina
Virginia
Wisconsin

DIIVO AND ALCOHOL FORMULA GRANT ALLOCATION

Mr. Rortissox. On pages 71 and 73 of the iustifications, I find some
interesting figures with regard to the allocation for the formula grants
for drug abuse and those foe alcohol. Of eolith, I understand the in-
crease in my home State of Virginia since there is a $10 million in-
crease from 1974 to 1975 for drug abuse. But in the case of alcohol, the
amount is the same and yet the funding is reduced. I wonder what has
happened since last year that causes us to get less money rather than
the same amount of money, since the amount is the same.

Dr. Eoravio. Apparently the population index and the poverty level
indexes changed.

Mr. ROBINSON. This is reevaluated annually, is it 1
Dr. CirArrsz. Mr. Robinson, the formula by which the formula grant

moneys are allocated to each State are done by a tripart formula, one
part.. of which we are unhappy with but we have not been able, to
change. The formula is based on the population, per capita income.
and the third thing, -which we are striving for but have not achieved
yet. to some embarrassmynt to the Institute, the need for alcoholism
services in the. State. So consequently we have using. I believe it is,
the population as two parts, and per capita income. as one part. When
there are population shifts, this has a distinct effect on the formula.
There must. have. been a population shift in Virginia which brings
about the approximate $8,000 change.

Mr. ROBINSON. It isn't significant, but I just wondered why it would
Occur.

Finally, for the record, to the extent that your Institutes that are
represented here support research and public information efforts in
Virginia, would you identify them in therecord for me, please!

Dr. HOMER°. All of the Institutes?
Mr. ROBINSON. Yes.
[The information follows
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ALCOHOL, f0J0 ABUSE, AND MENTAL HEALTH ADMINISTRATION
ACTIVE RESEARCH AND INFORMATION PROJECTS IN THE STATE OF VIRGINIA

--e}:42-^QtA

National Institute of
Mental Health:
Research:

Subtotal

Institution

Human Resources Research
Organisation, Alexandria,
Virginia

Virginia Polytechnical
Institute and State Lhiv.
Blachburg, Virginia

University of Virginia
Charlottesville, Va.

Amount of
Title Current Averd

"Assessing Relevance
of Indirect Services
in Schools"

"Social Effect in a
Choice Reaction Time
Paradigm"

"Estimating the Rela.4
tionehip Between
Abstract Variables"

4126,943

5,998

7,080

"Brain Mechanisms and
Behavioral Arousal" . 36.450

"Psycholingulatic
Investigations" 1e,168

,"Circadien Patterns of
Normal and Pathological
FUnctions" 28,998

"Multiple Factors in the
Control of Ingestion! 21,293

"Neural Control of
Feeding" 6,121

) "The Legacy of Phillippe
Pinel" 3,000

Walter Riese (individual
Olen Allen, Virginia

National Institute of
Applied Behavioral Set.
gosslyn, Virginia

"Developmental Approach to
Cemmunity Change" 131.332

344,389

Note: There are no SIM information projects based in the State of Virginia.

National Institute of
Drug Abuses
Research: Virginia Commonwealth "Effects of Acute and Chronic

Univ., Richmond, Va, Methadone Treatment" 116,40



National Institute of
Drug Abuse;
Research* (Cont'd)
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Institution
Amount of

Title Current Aver

Virginia Commonwealth Univ. "Cholinerec Systems in
Richmond, Virginia the Action of Drugs of

Abuse"

"A Multidisciplinary
Study of Drugs of
Abuse"

"Pharmacology of Tvo
Active Principles of
Marihuana"

« "Stimulation Produced
Analgesia: Addictive
Properties"

Dot Systems
Vienna, Virginia

"Analgesia, Narcotic
Action, end Pain Per-
ception" 108,136

"Provide Technical Assis-
tance in Drug Development.50,000

97,746

630,330

59,034

5,945'

Subtotal 1467,596

Notes There are no drug abuse information projects based in the Stat.! of Virginia

National Institute on
Alcohol Abuse and
Alcoholism:
Research; Medical College of Va. "Cerebro-Antonomic

Richmond, Va. Changes by Ethanol
and Ataractic." 36,653

Information: General Electric Co. "Administration of the

Arlington,. Virginia National Clearinghouse
on Alcohol Information"2.532,604

Subtotal 2,569,257

Total, Alcohol, Drug
, Abuse and Mental
Health Administration 4,022,242



484

Mr. FL00D. Mr. Patten.

COVERAOE -UNDER NATIONAL HEALTH INSURANCE PROPOSALS

Mr. PArrEN. I stank you, Mr. Chairman.
We are intensely interested in the new national insurance. The morn-

ing paper says Kennedy and Mills got together and come a little bit
closer. I haven't had time to digest it, but I can tell you back home this
is the bread and butter issue which I feel deeply as people talk to me,
This they hope will solve the crunch about not being able to pay their
medical bills.

At best can this insurance program supply coverage for outpatients
and inpatients and partial hospitalization service at our community
health facilities/

Dr. Ratans'. Speaking of mental health or alcoholism or drug
abuse/

Mr. PATrzig. At our little facility, for which we thank you at HEW,
we take them all. We have drug addicts and the alcoholics. Generally
it is mental health.

I am 'ust wondering if they are going to get any help under the
propos National Health Insurance Act. Have you fellows been in
there fighting?

Dr. BOEBIZRO. Yes, we have been in there fighting and they have been
very cooperative. We have had a number of meetings. I am not sure
of the final proportion, but at one time it was one month hospitaliza-
tion for mental health problems or two months of partial hospitaliza-
tion. The proposed coverage for outpatient treatment in a community
mental health center is the dollar equivalent of 30 visits to a private
psychiatrist. These are really tremendous steps compared to what has
been before.

I believe, and I would have to defer to Mr. Miller here, that this is
still under consideration.

Mr. Miumt. I can't go over every one of those figures, but our com-
prehensive health insurance proposal is before the Congress and does
have all of those mental health features in.

Mr. PATTEN. It does/
Mr. MILLER. Yes, it does.
Dr. BOEBERO. Dr. Brown has some of this in front of him.
Dr. BROWN. One way of getting at this, just common sense, is how

much of the bill would it cover in people now treated by centers. It
would take care of about 80 to 85 percent of the inpatient care now
being provided in those 600 centers. The administration proposal
would take care of almost all the day-care costs and it would take care
of a good chunk of outpatient costs.

Mr. FLOOD. You are talking about the administration proposal 1
Dr. BROWN. Right.
Mr. FLOOD. There is the administration proposal, the original Ken-

nedy proposal, and now the compromise between Kennedy and Mills.
Mr. PATTEN. Actually 60 plans originally.
Mr. FLOOD. They run pretty much in those three groups.
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COVERAGE FOR PREVENTIVE EDUCATION UNDER CHIP

Dr. BROWN. The point I wanted to make is the administration pro-
posal does a pretty good job in covering most of the acute care. What
tt doesn't cover in any of the plans is the thing nobody wants to pay the
bill for the preventive public health program, preventive education
getting together with the juvenile court officers, the police, and the
welfare workers. That is not the medical care. At this point we are
trying to figure out some way the nonpatient oriented part of the bill
can get paid. That is not solved.

Mr. ParrEN. I am told the community health service is very good.
I hear the doctors, social workers, and alsO the educational workers
agree.

You have a boy 1& that is a little problem child And get his mother
and father with their limited education in there and get. the benefit
of the consultation and education and there is a vast improvement in
the home. Thus we can see the results. Everybody claims we need the
consultation and educational work.

I am just wondering whether the administration had any thoughts
on how to fund it? I am glad to see you are raising the question your-
self. I know Dr. Brown, you will have the answers. You will have a
few people on your side when you come up with the answers. Actually
I feel it is very important.

STATE AND LOCAL FUNDING OF MENTAL IlEALTIT PROORAMS

You say now we have shown them how to do it the .State and local
governments will take over. I thought that was a beautiful para-
graph"they will he absorbed by the regular health service delivery
systems."

We had a little donnybrook last week getting our senior citizens
out. We had the Presbyterian minister and a prominent business-
woman volunteer. The hospitals cook the meals. 11nd I had 90 meals
delivered in volunteer automobiles. We feed them a hot meal at noon
and give, them a little of that loving care.

They had a little money out of the Model Cities. They were told
they were finished. We thought we ,would go to the mayor and get,
couple of dollars from revenue sharing. In last week's paper the presi-
dent of the council says we will be revenue sharing to stabilize the tax
rate. My senior citizens new lunch program is not going to get a
nickel from the town hall.

I am not saving this critically because, they have had a big problem
on tax, base. But I don't think our city and many other cities will
finance the free lunch.

I was in the State government and well remember. in 1957. for the
first. time we had 30,000 people in State mental institutions in mere
custody. We proposed $10 million for research so we may get some
better interns. The big issue was were we to have income tax or not.
In the Governor's campaign the fellOw running for Governor on one
ticket was head of the appropriations committee, and brother, did he
abort those budgets. The $10 million for research that we struggled so
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hard for in the legislatUre was gone. We never had a crack at it be-
cause he is running for Governor, let him be the boss. When he got
through there was no $10 million for research.

If you want to go the State route on tyese programs, you go. I have
40 years experience, and I tell you, Doctor,that I am proud to sit here
and say the first medical school ever built in the State of New Jersey
was just finished at the State University, and it is beautiful, and the
medical library as a result of Federal moneys.

ALCOHOLISM PROOR'iM AT RUTOERS UNIVERSITY

We have an alcohol project at Rutgers. I happen to know it. is doing
a good job. You gave our local hospital a few dollars. Now we dry
out the alcoholic for 5 days.

I don't know if you know what they are doing, and I don't know any
answers and I don't think you do either. I know one thing, if a drunk
takes a milk bottle and hits the wife over the head, instead of throw-
ing him in the local jail you send him to the hospital, lock him up 5
days, dry him outtry to give him religion, try to get him in the AA
I think that 5 day waiting period is something as against nothing.
Right?

Dr. EOEBERO. Yes, sir.
Mr. Pivrrrii. Do you know what we collect from alcohol taxes?

$10 billion. When I was 10 years old, I was confirmed and I took
the pledge with the bishop I would not drink and had to join the
temperance society and swear alcoholic liquor wouldn't go over my
lips until I was 18 years old. And I saw prohibition come in 1918
and that was some period. It tore this country apart as a moral issue.
I will never forget the candidates for Congress fencing in 1927-28
whether they were for or against prohibition, and Roosevelt said we
should repeal it, and prohibition was repealed.

One of the best series on the television, it ran last night, is the
Untouchables. They are the movies of bootleggers in Chicago. Walter
Winchell 'was narrator.

Dr. EOPMERO. I voted with Al Capone once.
Mr. PArrrs. Surveys show the people turn to see the Untouchables.
I know I make down hero 325 receptions. The way we live as Ameri-

cans we set. up a bar and give some cheese and a few crackers, but
the bar is the attraction. I think we collect billions and billions of
dollars in alcohol taxes.

Dr. C IIAPETZ. $10 billion a year.

DEATHS RELATED TO ALCOHOLISM OR ALCOHOL ABUSE

Mr. PATITN. As to the other costs, you can't measure, them. I know
from our State doctors long ago I was told we are killing people by
autos at the rate of 1,000 a week, 54,000 a year in this country. And
alcohol is a factor. I won't mention a percentage but let's say in over
50 percent of the cases alcohol is a factor. So the cost to the American
people, the cost to Russia, to Germany, the cost all over the world
is enormous.

Doctor, I am going to tell von something. I was chairman of the
Salvation Army Advisory Board in my town for 35 years. Men
were sent there from 50 miles around. Somebody becomes a drunk,
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and the family doesn't want him. The chief of police says go to Perth
Amboy to the Salvation Army. 'We had 91 men in there.

I just say to you men I am grateful for what you have done at
Rutgers. I am grateful for the little project we hat at Perth Amboy
Hospital which everybody says is good. If we only hold them 5 days,
that is good. But, we are not really solving the problem.

SOCIAL PROBLEHS RELATED TO ALCOHOL Annsm

Old towns like ours that have old housing inherit all the social
ills. Don't give me 3 percent, If you went to measure my town I will
break that record. When people have trouble and can't work and
can't live, they look for cheap housing. I inherit the social problems
in my town because I have the YMCA, I have the Hadassah. the Sal-
vation Army, St. Peter and Paul. You get old clothes by walking in.
They can't do it in the lovely suburbs. So the center of town inherits
the social problems of the entire area.

My expenses are altogether different in trying to get a job done.
just wanted you to know it is a big problem you are talking about, not
only in alcohol but mental health. Mental health is our No. 1 disease.

I want that consultation, I want that education, I want this other
money in these budgets. That is how I see the prpblcm. Don't give me
this 3 percent.

I don't know about the gentleman from rich Virginia, but I know in
our city we have more than 3 percent, We inherit all of their social
ills, and we need this money. The mayor isn't going to give it to US
out of revenue sharing. I want to thank you and praise you for the
work you have done in the last 6 years, Dr. Brown and others. It is
all good. I am happy I voted for it, but I want to vote for more.

I think we have to do a better job if we are going to collect billions
of dollars in taxes and we are going to live with cocktail parties. That
is how we live.

Dr. EGEBERO. We shall certainly keep what you say in mind and I
think Dr. Brown has already made some notes to that effect.

Mr. ROM NSON. Si nce the gentleman insists on referring to Virginia,
may I refer briefly to what, he. said. I just want, to mention the fact
that New Jersey has not inherited all of its social ills from Virginia.

But seriously for a moment. I would like to refer to a question which
I forgot, Doctor.

Mr. Fnoon. I thought we settled that war once.

ItEALTI [AZAR D WARNINGS ON ALCO I IOLI0 DEVERAOES

Mr. ROBINSON. It is this: We spend a great deal of our time today
discussing the ravages of alcohol, and we know we have legislation
that puts warnings on a pack of cigarettes to the effect there is a health
hazard there.

Obviously there is a health hazard from alcohol too. I represent
people that are. over 18 that have religions beliefs that are continually
inquiring of me, with regard to alcohol and its nonuse, as to why we
don't have similar warnings on alcoholic beverages.

I would like for you to react to that in the record and your consider-
ation of that issue in order that I can properly reply to them.
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[The information follows t]

WARNING LABELS on ALOONOLIO 111EVERAOES

The National Institute has a mandate to conduct Its own research and to
fund other research on alcohol's effect on the mind and body. On the basis
of this research and other findings, the National Institute does make recom-
mendations to the proper governmental authorities. It is, however, not a regula-
tory agency and therefore does not have the legislative authority to require
the attachment of warning labels to containers for alcoholic beverage& Further-
more, there has never been conclusive scientific evidence to indicate that the
moderate, responsible use of alcohol is harmful In health. If the use of alcohol
In moderate quantities is proven to be harmful to the future, as has been the
case with cigarettes, the NIAAA will of course, reevaluate its position,

The Food and Drug Administration, and the Treasury Department's Bureau
of Alcohol, Tobacco, and Firearms, are currently drafting an order requiring
a complete listing of contents on the label of all alcohol beverages sold in
the United States. This is being done In the interest of providing consumers
with information concerning the Ingredients used in the manufacture of alcoholic
beverages. Officials of these two. Federal regulatory agencies have said the
final regulation could be promulgated this year.

It should be emphasized that while the problems of alcohol abuse and
alcoholism are a major concern of the Federal Government, we have resisted
the temptation to oversimplify the relationship between the use of alcohol
and alcohol problems. We know, for example, that there are cultures such as the
Italian and the Chinese which use alcohol heavily, but in a respensible manner,
and have almost no alcohol problem& This is, in part, why the Institute has
always stressed, the need for responsible drinking by those who choose to drink,
as opposed to being either for or against drinking per se. In fact, some types
of labeling might Indeed add to the "forbidden fruit" aspect of alcohol, creating
even more ambivalence about alcohol use and thereby adding to our society's
alcohol problems.

Mr. PATTEN. Mr. Chairman, one second. We put all of our senior-
citizen housing right down on 42d Street and Broadway. We got it
right on the main stern where the old hotel was so these people can walk
to the supermarket, go to bingo games, walk to church. Otherwise they
would be cloistered, locked up, and would see nobody.

We have women who have a program to call an Old person on the
phone every day. Volunteers. It is worth a dime to subsidize. We have
other programs.

You know how I spent New Year's Eve. I called 12 widows over 72.
They were at my house. That is our New Year's. Old widows, good
friends of mine,

Mr. FLOOD. Hearts and flowers is a great number, but let's get back
to appropriations. This may bring you in, Charlie.

LEOALITY OF MULTIYEAR FUNDING

We understand you are using this multiple-year funding procedure.
In the current fiscal year now, the obligation is $106.265,000 that was
appropriated for alcoholism project grants. Is that right?

Dr. EOFAIERO, We were.
Mr. PL000. What I want to know, is that legal ?
Dr. ROEDER°. I think I told you earlier this is all up for reconsidera-

tion when we found it may not be legal, but that was just found out
within the last week.

Mr. FLOOD. You found out it wasn't legal during the last week.
don't have the citation, but I remember and so do you ; we know about
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this, tooon the question, didn't. a Federal court order on the impound-
ment of funds, let me quote from the language of the court. "'10
approved applicants under terms and conditions and for such time
periods as usual and normal prior to February 1973."

What. was the time period that Was usual and normal prior to
February 1973?

Mr. MILLER. That is the whole issue, Nfr. Chairman. That is not yet,
determined, As I understand the situation, the budgets that we have
proposed in 1973, 1974, and 1975 are assuming multiyear funding of
1973 funds for alcoholism project grants. We have not obligated the
money; we will not obligate it until we have this legal issue clear.

Mr. FLoon. Hasn't the traditional procedure been to approve projects
for more than 1 year but to fund them for only 1 year? What aboutthat/

Mr. Muni. That is the majority by far, but we have many previous
examples of multiyear funding. I happen to have the figures, which I
will be glad to provide for the record, for 1970, 1971, and 1972.

coNoussioxm, 1s1'E 'r TO FUND FOR A SINGLE YEAR

Mr. Frxion. Rut isn't this Multiple year funding procedure clearly
contrary to both the congressional intent and that court order?

'Mr. MiLLER. You can comment on the congressional intent better
than I. As I mentioned when we were discussing NIII, we have a year
like we never had before.

Mr. FLoon. That is the under understatement of the hearing. Go
ahead.

Mr. ;MILLER. We didn't spend the 1073 money in 1973. So we have
that huge amount to spend in 1974. We have the whole 1974 appro-
priations to spend all in 1 year. Now, if we spend it all on 1-year proj-
ects, we are going to create a continuation level in 1975 whial is going
to up this !idget by a lot more than it is now. It would cost us $48
million more than we currently have in the budget. in fiscal year 1975
to 1-year fund our 1973 alcoholism projects. It just seems to create a
program plateau We can't, cope With in 1975.

Mr. FLoon. These are alt emotional subjects, alcoholism and mental
health. These are all emotional and strictly 00d country and Yale here
all day. The fact is we have an appropriation problem and it is a very
tough one right now. This week you find out about the law.

What is the dollar value of the alcoholism grants which have been'
approved but can't be funded because of this multiple year procedure?
That is a murder case.

Dr. CHAFETz. I would like to respond, Mr. Chairman. At the time
that the money was released and the appropriation became available
we examined two factors. One was the desire to respond to the clear
intent of the Congress and the court to obligate money, and at the
same time not to destroy the quality and integrity of the alcoholism
programs we were supporting.

At that time we also had a legal opinion from the Office of General
Counsel that we could multiyear fund.

Mr. FLOOD. Thereby hangs the tale.
Dr. OrtnrErz. Yes, sir, but that tale has been shortened itself. We

have now a verbal opinion that perhaps there is some question as to
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the legality of it. At present our spending plan has not been decided
upon. It would be erroneous for me to indicate what we were going
to do until we had that legal clarification. But I would venture to
guess if we had fulfilled our multiyear pla,, of funding wo probably
would have multiyear funded approximately half of our grants.
suspect that isn't going to take place, although I don't know.

Mr. FLOOD. Thank you very much.



491 litST COPY AVAILABLE

JUSTIFICATION OF THE BUDGET ESTIMATES

ALCOHOL, MOO ARUM AND MENTAL HEALTH ADMINISMAIIOM

Alcohol, Drug Abuse and Mental Health

Amounts Available for Obligation 1/

1974

Revised 1975

Appropriation $813,975,000 $642,162,400
Amount vithdravn (PL 93 -192) -9,567,040
ftoposed supplemental.* -1,3 k195000 -`-
Subtotal, adjusted appropriation $791,213,000 $692,162,000

Real transfer tot

"Office of the Secretary, Health" for Department -
vide reductions of Public Affairs -164,000

Comparative tronsfers to

"Office of the Assistant Secretary, Health" for
support of .4 politiPO4 end $89,000 for the
Office of Regional operations 4-0iitiehi and
$166,000 for the Drug Abuse Operations, and 6
positions and $158,000 for the GASH -413,000

"Natiomal Institutes of Health" for support of
2 positions for the financial Aisistance
Swami gratch

"Departmental Management" $28,000 for
reporting functions, 7 positions sad S162,000
for support of positions transferred to
Departmental Managarent and $7,000 for the
Public Affairs MaMapement Systems -197,000

Comparative transfers from'

"Departmental Management" for support of
Regional Services and indirect cost
negotiations functions +1,000

Office of the Assistent Secretary, Health"
for support of &au**, and wens** for
Commission.d Officer Personnel +37,000

mrilk; H111, URA, HSAi me, and OW" for support
of S postilion. for the rederal replay...

Alcohol Program +138.000

Subtotal, budget authority 792,617,000 692,162,000

OM.
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Tnobligated balance, start of year

1974
Bevis" 19"

+431,879,000 +4200,000

Vnnbligated balance, lapsing -2,921,000

Vnobllgated baltnett transferred tot

"District of Columbia Government"

tnobligated balutce transferred frost

witunding. and Facilities, OSMAN

-6,427,000

+6,627,000

Vnobligated Want., end of year

ootal, boa. obligations 821,375,004 692,362,000

Cnobligated baltove restored +139,882,001 2/ ---

Total, obligations 961,437,009 692,362,000

1/ 2:elndes $140,000 for reimbursement activities carried out by this account

t 4974,

2/ Emit/des comparative transfer of 48,027,000 to Hilt for Cenerol Research
Sipport Grants

Tty rats. transfer
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1974 Esti:sated Obligations
1975 Estimated obligations

Yet change

l_mairy Of %epos

ro " 0 0

Increasesi

Base Mange from Base
Pos. 'mount Poe. Amount

A. wilt -ini
1. One extra day of psy ... +160,000

2. Within-grade increases - -- 409,000

3. Annuslisatica of 1974 pay raise --- +366,000
4. Increased payments to other accounts:

a. BIB Management Fund +666,000

b. Health, Service and Supply Fund +117,000

5. Increase in payments to Bureau of
Eiployees' Compensation - -- +15,000

6. Increased postage charges +657,000

7. Increased Federal tele -communica,
tion oe41114 charges --- +1,3.000

Subtotal - -- 4,..,543,000

B. Programs
1. General Mental Health Community

Prograos:
a. Staffing 155,513,000 - -- +11,540,000

b. Children's Services 19,000,000 - - +7,844,000

2. Drug Abuse:
a. Research Grants and Contracts"- -- 18,768,000

b. Community Programs, Grants
+4,355,0o0

to States 250300,000 - - +10,000,000

c. Management and Inforsation....27 15,571,000 71 +1,065,000

3. Alecholita:
a. Management and Inforaation 91 11,2h5,000 .16 +24o,000

4. Buildings and Facilities +200,000

5. Program Direction 146 000
Subtotal

bta1, increases +137 +44,489,000

M010 0 ti Si



DM COPY
AVAILABLE 494

Bane Change from Base
Poe. Amount Poe. Amount

Decreases!

A. Built-in:
1. Annualization of 1974 Employment

Reduction

B.

Subtotal...

Entale.:
1. General Mental Health:

a. Research Grants -
b. Training...
c. Community Programs, Construc-

tion
d. Management and Information 383

2. Drug Abuse:
a. Research Direct Operations
b. Training
c. Community Programs, Project

grants and contracts
d. Management and Information

3. Alcoholism:
Research grants and contracts --- 12,723,000
Training : . 12,224,000
Community Programs:
(1) Project grants and contracts - --106,265,000
(2) Grants to States - -- 75,600,000

-- 11.245.000

82,819,000
128,021,000

34,250,000
23,163,000

7,793,000
15,138,000

182,649,000

15,571,000

a.

b.
c.

d. Management and Information
Subtotal

Total, net Outage

Total,decreasae....

--- -8,522.000
-8,522,000

-17,906,000
-62,920,000

.34,259,000

-10 -3,908,000

- 162,000

-5,169,000

49,649,000
-1,141,000

-2,793,000
-10,2'7,000

--- -74,214,000
--- -30,000,000
--- -1.613.000
-10-305,062,000

-10-.313584 .000

+77-269.095.000



Increase

E. 41bil -int

1, .es, extra de of a t An increment of :160,001 will provide pay
costs to iirei-rctrat..14 0 cverattona in 1475.

1. lthin-gredt tntrc,sest An increase of 440,000 will provide Counter
for oath Mott in t rialra personal services resulting from normal periodic

ide advance. * to the extent that they are not offset by savings iron
employee turnover an employment reductions.

:1. .Anualitatiekof 1414 pay raiser An inertia* of 5364.000 will provide
full year fund inp for the October 1911 nay raise.

495

R/Elation of Changes

BEST COPY AVAlLAOLZ

11c

4. /sweated Partsents 0 other aceountet A total increase of $7A3,400
ti requested to support central *service costs provided to the Agency be
t*se o.ealth Service and Supply Fund (S117,000) and the :rational institutes of

hoelth ($06.000).

:.. Increased payments to Bureau of Inployeess Compensation* Payments

to eis BUr..eu of fmployeee' Compensation will increase $15,600 in 147S.

1. 16.ititeed ffiestem-chargest,-An increment of $451,000 is requested to
cover increased coats of pottage nervtcei provided to t4e Agency.

7. In reseed Teetotal Telecomrunication Service Chergeme An increment
of $02,001 is requested to cover increased costs of telephone services
provided to the Aethey.

1. Denerti etstl Health. Conmunitypogretet

a. StatftAki Tha :Mitoses of S1R.S40,000 will provide support for
increased contiodatioe coate for t4s Community Mental Death Centers Staffing
great program. No nay ever? will be made.

b. Children!' Serviceet The increase of 87,844,006 is requited for
support of tweeted cOntinuttfon costs in this program. Ito new awards will

be node.

2. Druk Abuse*

. a. Reseetcht The i.eresse of S4o3SS,000 will allow expansion of the
research grotto in the areas of narcotic antagonist', opiate su4stituteel heroin
eddfetion, and psychosocial tad clinical "tones.

b. Comnity hoemsterents to Suttee' The increase of $0000,000
will improve the States' ability to Aaiun* responsibility for drug gigue protrset.

e. yenagement and ivformationt The increase of $1,065.000 will be
used to ft *Ott 71 nen petitions in 1975, a portion of *hich will reflect the
absorption of SAO positions.
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faitA13.E. 406

I. Alcoholism:

A. !lanseement and informations The incr,ese of $240,000 till be u ;ed
to support 16 new positions in 075.

4. Buildings and Facilitiesi "'tis increase till be used for the con-
structten of a perimeter fence arourd the Animal center in Poolesville,
4arylanc,

5. Program Direction. The increase of $1,102,000 will be used to pity
luildiop rental costs for buildings occupied by Agency staff.

pecreaseet

A. built-in

I. Annualitation of the 1974 position reduction: This results in a
reduction of 18,522,000 in terms of obligationai authority.

4. Prograq:

1. general :lentil Itealthl

a. Research: The reduction of $17,906,000 includes decreases in
lodger authoitfria--$5,625,000 for the grant program and $1,000,000 for the
goSpital improVement,program. The remaining reduction of 'l1,281,000 results
from the releasm pi TV 1973 appropriated funds.

b. T.Lrakiiiiii.) A decrease of $14,933,000 in budget authority in the
training program reflects the beginning of a pbsse-out of categorical train-
ing programa. Further federal support of categorical training is inappropriate.
The remotoing decrease of $27,987,000 results from the fact that 1914 obligations
included funds released from the 1973 appropriation.

c. onstructioni The program decrease includes budget authority
of $14,250,000 as yell as 020,000,00) released from the FY 1013 appropriation.

ti. *!anagement end Information: Reduced programs levels in FY 1975
result in program decreases of 10 positions and $3,004,000.

2. ArugAbuees

Pesearchl The decrease of 5162,000 reflects a decreaie in opera..
ting fUroli in rf 1975.

Training: The decrease of $5,169,00^. reflects the phasing-out of
the traiting grant program. Further Federal support of categorical training is
inappropriate.

Communit
decrease of ::0;t49,
in FY 1975. It also
awards vitt be made,
PY 1973, $17 million
commitmeAts.

y ProgremA. Project trents and contractat The program
nal in obligatiOns, reflects lower continuation commitments
reflects a lower number of new wards. A total of 9 net.
compared tith 7A in 1974. Of the funds carried over firm
will he obligated in ry i "74 to fund FT 1975 continuation
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d. Mattonent and Xnfornatio.it A prorr.w reduction of $1041, MA

ii operating fu Ida be necessary.

1. Alcoholism

a. Redearcht Although there is an increase for this activity to terms of
hudet iUrgai; of $1,907,000, the obligation level decreases by $2,793,000 in
FY MS. The decrease le caused the fact that FY 1974 obligations include

funds released from FY 1973. Pull funding of multi-year sitede will be utilirod
to obligate theee released funds. A total of 57 new swards will be made from
these funds at a cost of $1,900,000. Thirty -one of these awards will receive
multi-year fundinp to provide two additional years of 'nowt.

b. Vie overall deereage includes $4,077,000 In budget authority
as well ii13;400,60 released from the 1975 appropriation. Full fundine of
multi-y. 1r nvards will be utilised to obligate thiee funds. Of tea total
release. free.* 1973, 11,800,400 will tip).* the firat-year costs of 10 musts,
while ti r.oaining $5,600040 will fu.W their remaining two years of committed
ittinrOt

c. :cyrunity programs, Project Kr.
include $14,105,000 in budget anthori
1774 fr. c the 1975 ProFristiesi. rel
uti, ire to obligate these released ful
will fu, 1 the first year coat of s3 pr
ret alai' ct WO years of COM{ t ttd suippol
st.,ffin grants for their iritial.year

its and contractat The program decrease
's as '.ell as Won0000 obitAwd in
fundia 1 of multi-year awards wilt he
2s. 0 the $19,319,000, $17017,100
lens, $750/2,000 will fund their
t. ?h. rerAining ,00,000 will fund 2
of-sur.ort.

e. Community Programs, (trent.. to "tales= There is a prooram derrease of
, moon in olltgational authority. This esults iron the fact tbat
k, 00,000 r,is released fret the rY 1 71 ,c,ropriation and will be n'litstee

Management lnd Informationt ?hie I, tudes a program reduction of
in operating funds as weir as 11,29 ,10y! tree 1971 releare., !nada.
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Oblimations by Activity

Page
Ref.

1974
Use,

1975
Estimate

Increase or
Decrease

General Mental Healt40
ii1202t t21. Amount Poe. &WI

19 Research 330 $90,146,000
(101,427,000)

330 $84,468,000
(64,1168,00o)

.45,618000 Al
(-16,959,000)

26 Training 100,034,000 - 65,101,000 34,933,000 1/
(128,021,000) (65,101,000) (-62,920,000)

29 Community Programs:
Construction of
Centers 14,250,000 Ai =RIO 44,250,000 91

(34,250,000) (---). (-34,250,000)

Staffing of Centers. --- 155,513,000 172,053,000 +16,540,000 g/
Mental Health of
Children 19,000,000 410..0 26,844,000 +7,844,000 Et

31 Management &
information 383 23.163.000 373 16.753,000 -10 -6.410,000 IP/

Subtotal 713 402,106,000 703 365,219,000 -10 -36,887,000
(461,314,000) (365,219,000) (-96,155,000)

Drug Abuses

33 Research 108 34,056,000 108 34,000,000 -56,000 2/

36 Training 15,138,000 9,969,000 -5,169m0 g/

37 Community Programs:
Project grants &
contracts 182,649,000 122,000,000 -0,649,000 L/

Grants to states..., 25,000,000 35,000,000 +10,000,000 2/

40 Management I

Information 227 15,571,000 298 15.646,000 +71 +75,0001( /

SUbtotal 335 272,414,000 406 216,615,000 +71 -55,709,000

Alcoholism:

43 Research 6 6,469,000
(13,169,000)

6 10,405,000

(10,405,000)
--- *1,916,000 hi

(-2,784,000)

44 Training WINO. 6,824,000 --- 1,947,000 .4,877.000 H/
(12,224,000) (1,947,000) (- 10,277,000)

45 Community Programs.:
Project grants &
contracts 66.956,000 --- 32;051,000, - 34,905,000 11/

(106,265,000) (32,051,000) (-74,214,000)
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Obligations by Activity (Continued)

Page 1976

Reli Belie Estimate
1975 Increase or

Decrease
La. heel

Alcoholism
-

107

t

+16

$115,600,000
(45,600,000)

9,863,000
(9,863.000)

(-30,000,000)

-177,000 pg
f.A.382,000)

Grants to states 05,600,000
(75,600,000)

48 Management 4
Information . 91 10,00,000

(11.245.000)

Subtotal 97 137,909,000
(218,523,000)

SO Buildings & Facilities ---

113

290

99.866,000
(69,866,000)

200,000

10.462.000

+16 -38,043,000
(-118,657,000)

+200,000Z/

*1.316,00 9/31 Program Direction 290 9.166.000

Total Obligations(bases)1.035 821,575,000

Total Obligations (961,457,000)

1,512 692,362,000

(692,362,000)

477 -129,213,000

(-269,095,000)

411976 lase - Excludes 1973 appropriations rastorstions

Total obligations show in parenthesis.
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0. M maarsant and Information - Additional fund* are included for mandatory
champ.* and to cover the coat of 16 new positions. lit increases are more

than 4foot, however, by propras reductions in other areas.

P. liildfosi and This foetus' of $200.000 vill be used to
consteutt a perimeter fence around the misfit canter in Poolsayille, Maryland.

O. P-olremlirection - This overall increase of 81,316,000 includes
$1,75',000 for buildfna rental costs, offset by built-in <Incrust..
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Obligations hy Object

1074
flatmate

1171
fatimate

Increase or
,)ecrettle

Total 1 'saber of permarent posit4ot,s

rult=t'')e'ei:Oiiialeet-Of-alrOthar
fonts tons

'Versa. husittir of all employees

1,435

143

2,134

1,512

311

1,795

+77

h
.4

-344

Pcrsonkol compensations

fermadent rositions f11079,610 t27,418,160 -6.4,541,000

rositions other than permanent 2,773,000 2,856,000 -1170001

th er personnel compensation 617 ,110 531,410 -36 00-

Subtota', personnel compenetatiom 14,169001 31,215,000 -4,764,1/0

'rsonnel Sciatica 3,437,111 1.111.100 .424000

'ravel 4 transportation of rer'ons. 2,523,960 2031,060 - 147,000

-ransportatton of ttsings.. 213,161 115,061 -15,101

,!ent, cormunicattona d utilidea 2.421001 4,f46,010 +2,221,600

"rinting and reproduction 16111,044 1,070,410 -41,000

other servItes 18,486,160 19,293,101 +517,001

Project contracts 13,735,000 INI3104 75,549,611

:10PPItes and materials 2,263006 1,843,100 5674041

;' uiprent 2,612010 1,869001 -113,101

subsidies b contrtbu tous4.618,360,(!01 557.721000 -260.639000

total obligations br object 961,45700 6e12062A1 469095,111

Total Obligations excluding

3"13 4,Propristion 521,575,100 402,342,411 A10,211,600
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Authorial** Lemislnqpn

littaatagn

Seaticia 101/392/303"
Research °rants and Contracts.
gaining grants and contracts
Drug Abuse Community Programs,
Ornate and Cont:::nts'
Direct operations
Outtion 314
Alcohol Project Grants i Contracts

Community Mental Health Cotters Att.
Part 8, Se4. 224. Continuation
Greats tor. OtefTind of CM00te

Part 2, Central Provisions Section
261 Authorisation of Appropria-
tions for Roluibilitetion of
Alcoholies1.2arcotto Addicts, and
other Persons with Drug Abuse and
Drug Dependence Problems..
Continuation of Section 242
Alcohol Staffing °rants .

Continuation of SeCtion.151 Drug
Stnfting Orate

Part ?, Section 271 Continuation of
Stelae Oranti fOr-.1hild Mental

Treatment Facilities

Comprthensive Alcohol Abuse and
Alccoolian Prevention, Treatment.
and Anhabilititioo Act of 19701
Title III, Part A, Section 301 -
Formuln °rants

Drug Office and Treatment Act of
1972*
Section 401, Community Mental Nealth
Centers Act
Section 409, Formula Grants
Section 410, Specisl.Project Grants

Contracts

Narcotic Addiction and Rehabilitation
Act of 19661
Title VI, Miscellaneous Provisions,
Section 607, Authorisation of
Appropriations

1975

Authorisation.

Indefinite
Indefinite

Indefinite
Indefinite

2/

Sums necessary

Sums necessary

Sums necessary

Sums necessary

60,000,000'
45,000,000

160,000,000

Sums necessary

Appropriations
ReQuested

$105, %a1,000
60,5%3,000

600000
76,136,,000

21,000,000

172,053,000

11,051,000

14,374,000

26,8104,000

45,600,000

35,000,000

113,300,000

1,200,000

1/ Authorisaiion expires June 90. 190* additional authorising legislation is

PeoVoind.
2/ tetieleeloo to be ProPoend to incorporate alcohol project grants and contracts

into Section 3114 Of the PUhlie Health Service Act.
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Alcohol, Drug Abuse, and Mental Health

Appropriations history

Year

Budget
tatinate to
Coaxress

Rouse
t_ oLiv_og

Senate
ialovance

Appropria-
ticars. . _ ,. .. .. ....._ ,_....,

193 $126,899,000 $133,599,000 $148,599,000 $143,599,000
1964 190.096,000 171,20,000 190,096,000 183,288,000
1965 224,085,000 223.273.000 223,273,000 223,273,000
1966 278,669,000 278,669,000 283,169,000 283,169,000

1967 305,115,000 310,119,000 315,619,000 315,619,000
1968 346,909,000 296,909,000 346,909,000

346,909,000
1969 364,939,000 342,439,000 364,939,000 350,419,000
1970 357,904,000 360,302,000 385,000,000 360,302,000

1971 146,656,000 371,738,000 456,738,000 389,238,000

1972 499,4510,000 581,201,000 658,201,000 612,201,000

1973 603,719,000 803,823,000 911,525,000 801,Eve3,000
1914 1,281,711,000 795.475,000 845,475,000 815,975,000 1/
1975 692,162,000

1/ Includes $26,874,000 Which air be vithbeld in accordance vith PUblic Lay 93-192.
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Justification

Alcohol, !,rue. Abuse, And "ental Itealth Administration

Personlel Compen-
-Agtgot-A tenefits
rther expenses

Total,

174 Mase
'mss Amount

197 5 Latinate

Zit Amount P

1435 1:11,4f1C,001k 1312.
--. 7113,1'01,W

liati,091
659,144,4Mn

Increase or bcrease
Amount

77.

1415.67.1.5750009 012
(961.4j).004)

492,1q,Aln 77 -120,213000
(-249045011)

grCEPAL STATnir.rt

''Is basic mission of the Alcohol, ''rug Abuse, and !lental Mealth Administra-
tion V to develop knoledge, mannwer, and servieea to prevent mental illness,
to tre t and rehatilliste the mentally 1.11, and to prevont the abuses of ditto's
and a) ohol.

Th Agency's 'Y On budget request portrays this mission in both-progrm-
ratic ad functional terms. Programmatically, the appropriation lA divided cc-
cordtn to fts three major areas of responsibility! general rental health, druq
alnse, and alcoholism. retch of these 'road programmatic areas ts, to turn,
tilvlde. functionally into research, training, and servicol. lathin each function,
!rioritica, neeen, and approaches to e!est needs are addressed In ,recifse pro-
grammatic terms.

Th. budget reeuest reflects sIgnifleant charges in hoth the tratnino And
e,rvie.s function. In training, categorical support i$ recoiasunded for phase-
oqt. 't Is felt the rental health training programs, :ncludIng drugs and alcohol,
!have diveloeed to a point that they sr. no: able to compete in Limo open market for
funds, larticularle in tai so professional fields for which there la n relatively
iliqh ermine potential. 'ecnrtlinely, tvn !leo nerds will he initiated, except fort'. resJarno fellowship ^ ogran established In "r 1974.

budgt reouest fot service programs reflects the philosophy that the
rAderal role should le lb ited to demonstrating the feasibility of service models
and terinInues,rather tha,. providing direct patient Care. As 4 result, programs
authorited by the Community Mental health Centers Act are Leine recommended for
phase-oat. -rester reliance till be placed on income from third party PAVVICAta,
and eta.* and local contribution:4, for continuo.) future support of these programs.
Accorditgly, nev Federal funds for Brun duet and alcoholism v111 be used to
aunts:It planning grants to States and to fund demonstration models to dewier. nev
or iipr ved treatteat techniques.

The / 1974 and F? 1075 funding lever proposed for the Aeoney's asior pro-
gr4o or, a are set forth in the collowing tablet

^patrol Mental health
Fru.. Abuse

Alcohol lea

Buildings A Facilities
Program Direction

Increase or
1974 Lase l975 ratinnteS Decreioe

1'402,106,0(, 5365,211,006 .glitogionan

272.41400 21A,A15000 -55,709,009
137,009,06P 990166000 -3F.041,060

20q,nn0 2(0011
9 146 Onr 10.462,r10 +1,316001

Total A1210,5001 $6943620)0 .41:1,211,000
rfxcludes 1973 appropriation restoration.
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Personnel compensation
and Denents

Other evientec
Total

606

I. General Mental Health

1974 1975 Increate orBase Estimate Decrease10 Amount III. Amount, Pos. Amount

70 $20',716M00. 703 4I7ah6,000, ,10_42,970,000i- 000

-10 -3 7,(40-
13 02.1 ,00C

.., 47 h 000 -..- - 91

Auth' :itationt
itilguejlal Public Health Service Act, Sections 301 and 303;
Training: Public Health Service Act, Sections 301, 303 and 4331
Community Programs: Community Mental Health Centers Act

SLIstruction: Section 201
S'lfftng: Section 224
&its:. Health of Children: Part "F", Section 271

Mane teeent and Information:
Public Health Service Act, Sections301 and 303.

Thi: major grouping of activities
encompasees all programa of the NationalInstitute of Mental Health. The 1974 and 1975 funding levels for the Institute'smajor prclam areas are set forth in the folloving table:

1974 1975
Base* jeLimateHestarch 890,146,000 $84,468,000

Training 100,034.000 65,101,000
Community programs 188,763,000 198,897,000
Management A Information 23.160i.000 16.753.000

Total obligations 102,1 .000 365,219,000

IA.

Narrative

Funds included in these activity categories
support the program and operations

of the National institute Of Mental Health (NIMM). N1MH provides leadership,
patties and goals ,'or the Federal effort in the promotion of mental health andthe prevention and teestment of mental illness. In carrying out these responsi-
bilitieo, NIMH (1) conducts and supports research on the biological, psychologi-
cal, sociologiCal, and epidemiological

aspects of mental health and mental illness;
(2) supports the training of

professional and paraprofessional personnel in the
promotion of mental health and the prevention and treatment of mental illness;
(3) conducts and supports research on the development and improvement or mental
health services delivery. administration

and financing, and supports mental health
service programs and projects; (h) collaborates with and provides technical aegis-
tr+ite to state authorities and regional offices, and supports stwe and community
efforts in planning, establishing, maintaining,

coordinating and valuatf.te tore
effective mental health programs; (5) collaborstes vith, provides assistance to,
and encourages other governments,

agencies and institutions to'pr mote mental
health programs; and (6) provides

information on mental health anl illness to thepublic ari to the scientific community.

Enclu s $59.268,000 in 1973 appropriation restoration.
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A. General Mental Health Researchi The purpose of the research program Ss to
develop new knowledge and approaches to the causes, diagnostic treatment, control
and prevention of mental illness through bests, clinical and applied research.
This activity supports the Mt.0 research grants; the hospital improvement and
research career programs; and operation of the intramural research program which
is conducted in the Institute's own laboratories and clinics. Funding for this
activity, and descriptions of the major program components, are set forth in

----the material Ale); to119yk1.

1914 1915 Increase or

. 13480 Estimate Decrease

Po

_
Pos. Amount, Ea. t.nount Pos. Amount

Grants, subsidies and
contribUtions -- $71,538,000 $64,913,000 -- -$ 6,625,000

Intramural research:
Personnel compensa-
tion A benefits....

Other objects

330 8,656,000

9.952,000

Total 330 90,146,000

330 8,937,000

.. 10,618.000

330 84,468,000 OM.

+281,000

+666.000

-5,678,000

1. Grant:, subsidies and contributions: This category includes regular
research grants, hospital improvement projects and the research career program:

Research grants
Hospital Improvement
projects

Research career program

Total

a. Research grants: These projects are authorised under Sections

301 and 303 of the Public Health Service Act. Grants are available to investigators

affiliated with public or nonprofit agencies (including state, local or regional
government agencies), research and academic institutions, hospitals and other

organisations. Tables 1 and 2 show the distribution of research grant funds by

type of grant and by program.

1974
Basel

$614727000

5,900,000
4a5,52911

1975
Estimate

$56,812000

4,900,000
3.201.000

71,538,000 64,913,000

Table 1 - Distribution of Research Grants

TXR1
Continuation

1974
Estimate

1975
Estimate

Increase or
Decrease

mss'55a

,

So. 614.1tk Yo.

06,337.000 MT 449;412,000 +"$-7 + =13,075,

Competing renewals 141 8,123,000 107 5,650,000 -34 -2,471,000
Mew projects 199 14,712,000 - - - -'99 .44,712,000

Small grants 150 1,000,000 125 750,000 -25 - 250,000

Supplementals (39) 1,000,000 139) 1,000,000

Total appropriations. 1,048 61,172,000 877 56,812,000 -171 -4,360,000

(71,272,000) (56,812,000) 4-14,460,000)

Excludes $11,281,000 in 1973 appropriation restorations.
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Table 2 - Research Grants Program Distribution

1974 1975 Increase or
Estimate Astimate Decrease

Besvier i science; $17,932,000 $17,290,000 -$642,000
Clinical research 9,285,000 8,900,000 -385,000
Applied -'search 4,438,000 4,180,00_ ,258000.

--poychoph,i,MSCUloii '11,795,600 11,300,000 -495,000
Epidemio la 1,727,000 1,672,000 -55,000
Services development 8,125,000 7,125,000 -1,000,000
Crime & ielinquency 3,738,000 3,045,000 -693,000
Metropol' tan problems 1,868,000 1,400,000 '-468,000
Minority mental health 2,264.000 1,900,000 -364.000

Total appropriations 61,172,000 56,812,000 J4,360.000
Obligatons (71,272,000) (56,812,000) (-14,46o,000)

(1) Description of research *rant programs: The program areas identified
above are explained in the material which follows:

(a) The purpose of the behavioral sciences program is to stimulate
and supp,rt research to develop an understanding of behavior - including
both the IsYcrological and social aspects. :ncluded are studies of the brain
end cent.-1 nervous system, and their relationship to behavibr; studies in
general experimental psychology ineluding such areas as learning, memory, per-
ception tnd sensory/motor processes; and studies in the social psychologies such
as culture and its effect upon personality and group behavior.

(b) Clinical research fosters studies designed to increase knowledge
and imprtve rethods of diagnosis, treatment and prognosis of mental illness.
In clinical research, emphasis is pieced upon studies leading to improved treat-
lent methods, and the study of the combinations of biological, environmental and
social factors from which mental illness and emotional distress may arise.

(c) The applied research program supports projects designed to increase
understaliing of contemporary social problems and problems related to the mental
health o' juveniles which are primarily associated with social and environmental
conditiot It supports projects focused on experims.tetion and evaluation of
interven' ns intended to produce change which will assist in the resolution of
problems - promote the healthy jowth of individuals.

(d) The Institute's psychopharmacology program has as its goals the
increase ' knowledge about the ways by which drupe influence thought, mood and
behavior; stimulation of the development of new drugs and evaluation of their
efficienc and safety; the non-pharmacologic factors which inilunct drug response;
assessmet of the impact of drug use on society; and dissemination of information
on psycho ropic drugs to foster research on the therapeutic usefulness of these
agents it treating mental illness.

(e) The Institute's epidemiology program emphasised development of
informati n systems on the status of rental health in communities and evaluation
of the intent of programs upon these communities; child mental health; and
longitudinal studies (1.0., continuing studies of the same population group).

(f) The services development program supports research to provide know-
ledge required for the effective utilisation and development of increasingly com-
plex service delivery systems. The integration of mental health services with
allied delivery systems Is a major priority of the Institute.

_
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(g) The Institute's crime and delinquency research program places
Mjor emptiest' upon efforts to better understand and cope with the various forms of
deviant behavior, whether such behavior is handled as mental illness or viola-
tions of the criminal law.

(h) Research in metropolitan problems involver, investigation of the
effects of modern urban life upon individual and, collective mental health.

(I) The activities and aims of minority mental bee
t(kitterease the quality and quantity of research for the Nation's
principally, Blacks, Indian-Americans, Spanish-Americans,' and Asi
Research is supported to understand the causes, results, and meet
judice and discrimination, end to consider methods of correcting
and Conditions which place minorities in a disadvantaged positior
One With minority groups themselves playing a major role in desi
Lion, and condUct of the research.

(2) Institute.nriorities: Cutting across the programs desc.ibed above ate
certain priority areas to which MINH gives particular attention. Among these
priorities are research efforts directed to the mental health of c ildren, problems
of the aging, crime and delinquency, and minority mental health problems. Adding
still another dimension, and relating to all of these erforte, tr.- specialised
studies in the areas of schisophrenta and depretsion., rim efforts in these
areas are summarized in the material which follows:

:th research are
minority eroups,
n Americans.
tnisms of pre -
'he attitudes

This is
fn, administra-

(a: Child mental health, SIi0i is partteipat:ng in department-vide
initiative on child *Joe and neglect. The Office of Chili Devel,pment is the lead
agency, and coordinates a special Department Committee on child Amuse and Weglelt.
The primary RIMY role in the overall effort is to systemat'ally increase hnowlidge"
about the mental health problems of child abuse and neglec, incltiing development
of new research studies to fill identified gaps in knowlectic.

MPH is currently supporting projects which address clild mertel health
systems approaches, the study of alternate housing pattern system, and
the relationships tetween mental health and the schools. :t has teen found
that in communities which consolidate their human services In a systems approach,
there is increased effectiVeness and reductions in duplica'ions of effort* in
the utilisation of profetsional services. Since schools lvve control over children
for apprOximately 20 percent of their waking hours from grates 1 through 12,
changes in the school environment will fundamentally affect the whale social
and learning environment of the child.

The emotional health and competence of the developing child is a major
focus of NIRH endeavor. Studies directed at understanding how ChildreS become
well aljusted and the factors which influence aggressive or hostile behaViOr
are of high priority; there is special interest in the influence of We'd:don
vievin4 on children's behavior. Since about 10% of all children suffer:from
learning disabilities, SIN'S is supporting efforts directed at early identification
and Of appropriate treatment methods so that emotional difficulties related
to this disability can be avoided.

(b) Agar KWH efforts now underway in the area of aging involve
studies concerned with prevention of mental disorders among the aging, as
Well as finding methods to help those already impaired. Theist efforts include
basic studiet of biological mechanisms of aging, psychiatric illness in the Mid,
social, psychological and cultural influences related to adjustment in later life,
and applied research demonstrating innovative methods of assisting older persons
to continue to !Unction.

82449 0 .11. $31
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Cc) Denreteiont Recent MINH research efforts havt focused on
psychobiology, in an attempt to determine the basic physiological fetters t(nder-.
lying the sbnertel behavior which is recognised as dept.:Won. NIMH is nov .

supporting genetic studies seeking to understand the familial tarot of some
depressive illnesses, suicide studies aired at clarifying this tragic outcome
Of depression for some, and psychopharmacological studies aired at discovering
never and more effective modalities Of drug treatment. Ve are also involved
in suPPOrt-of-Mehotherapeutic-studies-eeeking to discover treat:rents-for
the milder forms of depression.

(d) gchisonhreni,et Schizophrenia, although not a major cause
of death, nevertheless ranks as one of our sore serious national
health problem.. This is biteuse of the number of people effected (neatly
2 million Americans now alive will have been hospitalised for schieophenia
by the tile they resell riddle e.g.), its long duration with onset early in
life, often persisting for year.; the lose of human potential and the sheer
public toet variously estimated at several billion dollars annuall!..

.

Vote recently the advances in understanding the genetic hassle for a
ujor segrentOf this population, and notable progress in the tecb.ologY
of biological research generally, has opened the doors to nev dire,tions
of work in these aree0.

.(e) Cristo and Delinquency: NrMit is concerned with crime and
delinquency insofar as such problem behavior site has relevance in terms of
psychological functioning and mental heolth tdaptetion. Our spent to interests
in this field concern the developeent of better understanding, prevention,
!restrict and handling of various fora, of deviant behevior. Progress of KINN
Wins these beherior,correi rather than uss the legal detinitionr of the
juvenile and criminal Justice systeni However, considerable ettertiOnit given
to the problem trete of coon concern to the cririnal justice and ten* health
field'. Aroes the. itsues of actual concern ste-AeterrinitiOns ett oompotonty
to stead triel..bOtpitaliSttion of mentally disordered offenders, treatrent end
release POO* to? such *Modell, and appropriate rental health and related
programs for rape

. : /Antal 4ealth of Minpritiei: *NH has attempted to inerease
knowledge of minority atents1 health problemithrough the establishment of
040141 Center for Minority Oroup Mental Health Progrese. Fifteen Ottt0061
planning and foiloW740 COnterenCe0 have been initiated by the Center for Minority
Group Mantel Health Progrskts (*lack-2, epanieh-Opeaking-3, Ali40-AretiOin.h, and
Native Arericen-6). Thee. national reetinga have prodded each of thee:in:wit*
groups with the opPOrtuott ;'. to identify their primary concerns and sake recce..
mend:knoll 0 to the recharime appropriate to the resolution of thu :4 issues.
This present need Wets bcatise of the failure and neglect of pre-43E10416
progrer mechanisms to tow on these long neglected areas.
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b. Hospital /nprovement.Program: Projects funded in connection with this
program 're authorized under Section 303(a)(2) of the Public Health Service
Act. Th, program provides fundo to state Mental hospitals for projects which
will improve the quality of patient services; encourage transition to open
institutions; and develro relationships with community programs for mental

health. There are no matching requirements, but grantees are required to pay
a portion of the total project cost. Support to an institution may not exceed

____10.yeare,An4_eap1;,bosptal say not receive 'sore than $100,000 in any one year
The following table shoat iEe dfitributiOn-o/ heiPifiriaproviieht
vonts by types

Coat auctions

1974
Estimate

1975 increase or
Deoroitao

10. Amount
_Estimate
No. Amount lo.

rf 811,193763 VI- $4,900,000
siksilato

Competing renewals 9 885,000 -9 -885:000

Nev projects 9 857,000 -9 -857.000

Total appropriations. 61 5,900,000 49 4,900,000 -12 .4,000,000

Obligations (6,900,000) (4,900,000) (4,000,000)

The Hospital Improvement Program is directed toward improving the treatment,
care and rehabilitation of the mentally J11 in state-supported mental hospitala
throughout the Nation. It is specifically focused on the use of current knowledge
in demonttrating improved services for patients, stimulation'ot the process of
change earl the development of relationships with community mental health programs.
Funds aro available through the grant mechanism for support of programs that are
designed to explore and validate new methods of treatment, and to develop new

knowledge.

At the end of June 1973, a total or 269 Hospital improvement Program grants
ht.d been awarded to 186 state mental hospitals in the country.

During If 1973, 73 grans vere funded serving an average of 75 patients per

institution for a total of 5.475.

A decrease cf $1,000,000 in appropriations for Hospital Improvement projects
Is projected for 1975, representing the first step in the gradual'phasing -out

of the program. Since this program has achieved its goal of demonetrating
innovative treatment methods in virtually every stet* of the union, St is
felt that this area of activity can now be assumed at the state and local
level.

c. LteschCeergpma The purpose of this program has been to support
the expansion of research programs concentrated on problems of mental health,
and the establishment of new mental health programs by awards to appropriate .
institutions for the support oltiedividual research scientists. HUH bat
focused upon the development of reeeerch capacity in the, psychiatric profession;
.engagement of Investigators from a variety of the behavioral and biomediCal
sciences in mental health research; and the fostering of interdisciplinary
research oa rental health problems. Two types of awards available under
this program include research scientist development awards (to develop
research potential and. provide independent research experience) and research
"dentist awards for the support of scientists qualified to conduct indepen-
dent research and thus contribute significantly to the research programa of
their sponsoring institutions. Estimates for 1974 and 1975 are set forth in

the following table:
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197k
;stints

1975
Estimate

;acre*** or .

Decreaalams
-6t2M1 19.1. 415?Ont No.

Research scientist
development 57 $1,710,000 32 4960,000 -25 -4750.000
Research scientist 77 2,311,000 62 1,851,000 -20 -40,00
Research career 445.000 13 390.000 1 -55,000

-4,06,000- 107-3,201,000--Total-anpropriattON--10 ;116 .4,M5, a5
Obliattints (1,61,/,pop) (IA1,0o0 (-1,0,000)

2, intramural research' The N/MH intramural research progree is
devoted to investioting the causes, diagnosis, treatment, and prevention of
mental disorders. It consists of three Divisions, two of them located on the
campus of the Rational Inititutes of Health, and a third at Saint tlitabeths
Hospital. The program endeavors to study those problem,s in psychistry, biology,
chemistry and the behavioral sciences that are important for its Elision, and
that can be effectively attacked in its special facilities. %thin these dis-
ciplines, the best criteria for choice of problems is long-term relevant* to
mental health. More specifically, the program includes clinical studies and
basic research. in a six that varies from time to tine, depending on the state
of the art.

One important example of the intramural researcher's effort' would be the
discovery Of two ensyee abnormalities in the blood platelets. of schizophrenic
individuals. One of these is a deficiency in platelet monoamincoxidase, an
important nay** in the metabolise of biogenic 001304Milltit Researcher found
that both schizophrenic and non - schizophrenic co -twins had the platelet ebnot-
nelity. This indicated that the abnormality-is genetically determined rather
than being secondary to environmental factors which might accompany the schizo-
phrenie preens, such as the exposure to.drugs, chronic hospitalitetiOnuand
unusual diet. In addition, there VAS I high correlation betveenechisophrenie
tying which also indicated that the enzyme abnormality was geneticelly controlled.
The investigators believe that this is the first demonstration of an enzyme
abnormality in schisophrenia vhich is genetic in origin; it represents an
enzymatic marker for the vulnerability to ethisophrenia.

The second Abnormaliti studied vas in an eneyae capable of forming the
hallucinoge4 dimethyltryptemine (Daft). This enzoise had previously been found
to be elevated in schizophrenic and other psychotic individuals.. Agein the
twin model vas used for study. The DMTWoreing enzyme activity vats foup4 to
be elevated in the schizophrenic and not in the non-schitophrenie twin. It
appear* then, that this enzyme abnormality is environmentally rather. the gentie-
ally controlled.

During the *being year, investigators will inquire into the nature of the
genetie abnormality -of platelet anoaaineoxidase in schizophrenic patients.
Such questions as the structure of the protein, how the entree abnormality is
treneeitted frog one generation to another, and Whether the abnormality is causa-
tive of the illness are under study.

In other area*, method, for more accurate and sensitive measurement of a variety
of amine metabolites in brain, blood and cerebrospinal fluid are being developed.
These are essential to further clinical studies on the rate of &mine metabolism
in brain,

Also continuing is a broad program. of investigations of normal and pathological
mechanises underlying normal and abnormal growth, the develoyeent and maturation
of the central nervous system, and a vide variety of studies to examine certain
normally- occurring substances in brain. These will be related to drug effects,
environmental and genetic factors, functional abnormalities and neuroendocrine
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regulation.

Data collection is now complete on 6 longitudinal study launched in 1966 aimed
at understanding how prepsrental characteristics interact with congential char-
acteristics of children in producing social, emotional, and cognitive development
during the early years of life. Efforts will now be directed toward analysing the
data and reporting the results. findings from preparatory studies in this project

--Dalle_alftWitACConsiOrnble lopeet On the important field of family and child
development and give soma indicatinn"Oli6iich rewards 0'4 --7
from the main longitudinal study. Throughout the past year the project leader has
met vith various ccamittees of the Federal inter - agency panel, on early childhood
resew') and development. One result of these m*etings is that other agencies have
.reported an interest in applying scat Of our findings to their intervention programs.
An inter-agency panel has accepted our recommendation that an attempt be made to

---,develop metkdt,vetiebles for use,in future research in early development. These
variables vo4d sake possible the more effective integration of findings from
Federally-supPorted research, and progress toward establishing stable, consistent
and verifiable findings would be accelerated. Members of the panel are concerned
that memo proposed changes in society, lo education, in child rearing, and in
really Pre, say be based on inadequate data.

A rqaber of useful findings have emerged from studies of disturbed adolescents
and thei families. Of special interest is the mounting evidence that it is
importan to consider sickness not only in the individual himself but also in the
context f the family in which the disturbance develops and the society in which
it exist . In follow-up studies of such families, there is a correlation between
improvement in the emotional life of the adolescent and in the marriage relation-
ship of he parents. Other clinical studies of family interaction have revealed
the important role or anxiety as a subjective experience which mobilises and deter-
mines behavior within the family group. In these studies the usual behavioral
observations were augmented by psychophysiological methods which substantially
increased their validity.

The crucial developmental years in humans are the focus of a number of other
intremur,1 investigations. One such study attempts to ascertain how children
acquire Ind modify their perspectives on illness'and health; another deals with
the impo tent mental health variable of self- concept in children and how it
develops. another with the development in young children of altruism and sensi-
tivity tc other people's feelings and needs; another deals with normal conduct
and stter.pts to determine bow various child rearing and training techniques would
contribre to making en individual more consistently honest.
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B. General Mental Health Training: The purpose of this activity is to
increase the number and improve the quality of people,working in the areas of
mental health and mental illness by training personnel for clinical service
and teactangi to develop and evaluate models of innovative training for new types
of mental health personnel; and to provide continuing education for existing
mental health manpower.

Training grants and
fellowships

_19111 3915., . JOereast
asses Decrease

$104,034,000 $65,101,000 -$34,933,000

In addition to regular training grants, this activity supports hospital
staff development grants. The hospital staff development program is designed
to increase the effectiveness of staff in mental hospitals, and to trans-
late new knowledge into more effective service to patients. This activity
also includes support for mental health fellowships. Training grants for
drug abuse and alcoholism are excluded. Both are funded under separate
activity headings.

Funding for the training profram during the current and budget years is
set forth below:

Training grant*
Hospital Staff development
Fellowships

Total

1974

1A11,

1975
Fetleatt

$94,144;600 $59,501,000
2,400,000 1,600,000
3,486.000 4,000.000

.

100,034,000 65,101,000

1. Training Grantee Regular training grants are project grants authorited
under Sectione301 and 303 of the Public Health Service Act. Pumas are used to
defray institutional costs of the training program (personnel, surplieb, travel,
equipment, etc.; and provide training stipends and other allowances for indivi-
duals enrolled in training programs. Tables Si and 52 below show the distribu-
tion Of training grant funds by type of grant and functional program respec-
kivelyx

Table Si - ristribution of Training Grants

Ro.

1975
Estimate

Increase or
becrease

Amount No. Amount So. Amount
Continuations 575 $32,671,000 17N5 $59,501,000 Arrb 426,830.000
Competing renewals. 1,088 55,(65,000 -1088 - 55,065,000
New Projects 80 6,412,000 -A0 -6,101,000
Supplemental awards - - -
Total appropriation 1,743 94,1%8,000 1,045 59,501,000 -698 - 34,647,000
Obligations (119,3)6,000) (59,501,000) (-59,695,000)

I Excludes $27,987,000 in 1973 appropriation restorations.
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/able 12 - TrainingOrants Program Distribution

Experts ntal and

1974

Estimate
1975

Estimate,
Increase or
Decrease

spedia $13,209,000 83,762,000
49.10,7,000

New careers 615,000 --- -625,000
77---Cdgidoing-UutationT.----- -2,220,000-- ----- 4,220,000-______,

Psychiatry 31,267,000 21,131,000 -10,136,000
Epidemiology 331,000 239,000 - 92,000
Psychiatric nursing 9,175,000 5,990,000 ,-3,185,000
Social work 12,609,000 9,285,000 -3,324,000
Behavioral sciences 24.722,000 19,094,000 -5,628,000

Total appropriations. 94,148,000 59,501,000 -316,647,000
Obligat..ons (119096,000) (59,501,000) (- 59,895,000)

Slice its beginning in 1947 one of the cardinal missions of NINE has been the
develorlent of veil trained personnel to work in the mental health field. In the
early 'ears, the focus of support was primarily on the four core mental health
profess onal disciplines: psychiatry, psychology, social work, and psychiatric
nursing. where there was a shortage not only of manpower but also of training
institu ions and departments capable of educating a large number of people in
these f elds. Through the mechanism of the training grant, institutions received
funds, nitially to help them grow and later to maintain the capability they
had act eyed.

bit le these efforts did result in increased numbers of personnel in the
profess.oral disciplines, it also became clear that the need for services vas
growing at an even faster rate, and that the supply of professionals could never
be sufficient. Accordingly, programs were instituted to support the training
of individuals to do research in the biological, clinical, end social aspectt
of mental illness, in order to arrive at a better understanding of its nausea,
and to provide more effective means of.prevention, treatment, and care. Financial
aid was also given to programs of continuing education for people working in the
mental health field at all levels, and for the training of new types of Mental
health personnel - both professional and non-professional.

It is now felt that mental health training programs have been
developed to the point that special Federal subsidies are no longer required -
particularly in those professional fields for which there is a relatively high
earning potential. Accordingly, beginning in FY 1975, all training.grant activi.
ties of MINH (inIluding suncrt both for student stipends and teaching costs)
will be gradually phased out. No new awards are projected for any :raining
grants during FY 1975.

During thi current Sear, new awards will be made, both in the lefts of categor-
ical training and in the never time-limited training programs of an experimental
and developmental nature. The latter program makes it possible for the Institute
to use a portion of its funds in an experimental manner, to see vhich new methods
work and which do not, to evaluate programs closely, and to act as a clear-
inghouse for the discemiaation of information on training, and to use this
information in the Institute's role as technical advisor to State and 10Cal
authorities.



516

2, Hospital Staff Development: The Hospital staff development grant prImram
is designed to stimulate and assist state mental hospitals in iniating
sequen!e of change and improvements throughout the institutions.

Tle origins,: goal was to strengthen and expand the training to provide c 'poor-
tunities for all levels of personnel to increase skills and knowledge in ords'
to be tore effective in meeting the needs of the patients by introducing actHe
treatment methodologies.

A reduction of $800,00o is projected for this program in 197', representing
the in.tial step in the eventual phasing-out of Federal support in this area.
In vie% of the many useful treatment models developed hy this program, and
in vie, of its vide geographic coverage, it is felt that the benefits of this,
progra can be continued and expanded from state and local resources.

3 rellowshipej On July 9, 1973, a new NIH/NIMH manpower development
progrer for post-doctoral research fellowohlos and institutional research
fellowships was announced.. Tbis program will support researchers
in priority research areas (i.e., those areas in whicI there is a demonstrate t
need for research manpower). A requirement of this program is that research
fellow: agree to a period of service in a research field subsequent to the eta-
pletion 5f their training. During the current year approximately $3,256,000
will be invested in the new fellowships initiatives. A total of 11,261,000
would be available to fund new awards in 1975-Wer the neW felldoehiP-Prograt:-.

T following table reflects the program levels projected fcr FY 1974 'Li
FY 197

Contint Mons ..

New Fvv cots

Total a 'ropriations
Obliges ons........

Predoctoral
Postdoctoral
Special

Total appropriations
Obligations..

Distribution of Awards br Type_

1974 1975
Amount No. Amount No

14--- $230,000 4W-12,739,000 +408
141 3.256.000 105 1.261.000 -36

175 3,486,000 547 4,000,000 +372
(6.225,000) (4,000,000)

Distribution of Awards byFrogram

Increase
r Decrease

Aeoull

.$2150M)
-1.995.001_

+514,oc)
(-2,225,00')

Increase
1974 1975 or Decrease

No. Amount No. aunt No Amour
Tc- $230,000 WE $2,739,000 +E +$2,509,0(
76 2,475,000 80 880,000 +4 -1,595,0C 1

175 3,486,000 547 4,000,000 +372 ;514,0( )
(6,225,000) (4,000,000) (-2.225,01 !)

A total of 400 new awards are expected to be node, under the old fellowships
program, with $2,739,000 in released 1973 apprcpriations. Due to the lateness
of the awards, no continuation requirements vi '.l be generated until FY 1975.
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C. General Mental Health Community Progress: Funds authorised under this
activit are provided for the purpose of improting the organization, allocation and
deliver of mental health servieess. The program levelc for 1974 and 1975 are set
forth i the following table:

colmernly Mental Health

1974 Basel 1975 Estimate
Increase

or Decrease
No. Amount No. Amount No. Amount

Center: Program
Construction 80 814,250,000 --- -80 -$14,250,000
Staff

Continuations.i 456 125,250,000 513 $172,053,000 +57 +46,803,000
New projects 55 30,263,000 -- --- -55 -30,263,000

Subtotal 511 155,513,000 513 172,053,000 +2 +16,540,000
Child Mental Health:

Continuations 60 8,448,000 139 26,844,000 +79 +18,396,000
Ney projects 37 10,552,000 -- ... - -37 -10,02,000

Subtotal 97 19,000,000 139 16,844,000 +42 +1444,000

Total a!propriations xx 188,763,000 xx .98497,000 xx +10,134,G00
Oblig tions xx (208,763,000) xx (198,897,000) xx (-9,866,000)

Three major community programs are included urder this activity;- including
construction and staffing of community mental health centers, and mental health
services for children. It is proposed that the Community Mental Health Centers Act,
the authority for all three of these programs, be alloyed to expire on June 30, 1974.
Accordingly no funde are being requested to iritiate new projects. However, funds
are being requested to continue Federal support for all projects currently receiving
such support, so +hey vill have the resources ,:riginally contemplated in making the
grants. Accordingly, the FY 1975 budget requt includes sufficient funds to meet
continuation requirements for projects current y fueled, in addition to those new
staffing and child mental health projects whic may be approved during the current
year. It Is felt that this program has prover itself, and should now be absorbed by
the regular health service delivery system. '! ose programs which have operated
efficiently vill be able to obtain sufficient tate, local and private moneys and
third party reimbursements to continue to exit after their Federal support period
has ended, as criginally-Intended at the time 1 the legislation's initial enactment.
In addition, the Administration's Comprebensiv Health Insurance Plan (CHIP) is
designed to cover virtually all acute mental 1 alth care and treatment on an equit-
able basis. Those communities which determine that a community mental health center
is the ideal mental health delivery system for their needs can establish their own
community mental health program or center, sir e most of the mental health centers
will be covered by CHIP.

The phasing out of the community mental E slth centers program reflects the
belief that the concept of community based car has been successfully demonstrated.
Critical mental health services will he provid4 more equitably on a national basis
by financing these services through increase r,liance for funding from State, local
and private sectors, and from health insurance.

During the current year, increased funding for the community mental health centers
program enabled the National Institute of Meat'. Health to fund approximately 86 new
centers, providing a total of 626 centers estaIIIshed through Federal financing.

1. Construction of Community Mental Health Centers: The purpose of the
centers construction program has been to finer.. the building of public and other
non-profit community mental health centers. F ,jects consisted of construction of
completely new facilities or the acquisition, :tmodeling, alteration or expansion of
existing facilities. The program was authoristi under the Community Mental Health
Centert (0111C) Act of 1963, as amended, and as renewed In 1973.

* excludes $20,000,000 in FY 1973 appropriations.
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2. Staffing of Community Mental Health Centers: Staffi4g grants have
suppor.ed a portion o' the initial salary costs for professional aid technical
staff in community serial health centers. Federal participation 'n staffing
costs has enablxithe ommunity t( initiate new or improved services and made
them available while longer term source' of financial support war being developed.
Under amended legislation, higher funding rates became available or centers
Serving designated poverty areas.

Funds requested in 1975 are limited to those which will he required to
cover continuation costs generated by new awards made during the ,Iirrent year, plus
those projects already approved. In viev of the recent expansion in the number
of Federally supported centers, the Administration believes that this activity
has proven the value of community based delivery of mental health care and should
nov be absorbed by the regular health service delivery system, with greater
reliance on operation funding from non - Federal sources including third party
sources or state governments.

The number of funded and operational centers for June 30, 1"73 and estimated
for FY 1974 and 1975 is set forth in the following table;

As of June 30

1ali 21

Funded 20 : -626 626

Construction only (108) (154) (154)
Construction I staffing (278) (32?) (322)
Staffing only (154) (1';)1 (150)

Operational 391 451 536

3. Mental Fealth of Children: This program vas authorised under Part "F"
of the Community vental iea1th Centers Act, and provided Federal funds on a project
grant basis for staffing grants to provide special services for children. Or.nts
were awarded on a Matching baste similar to the staffing program described eaier.

ese granti were awarded primarily to community mental health centers offering new
or expanded servt,tes to children. A total apprOprialion of $19 million in provided

ip 1974. As is the case with staffing grants, the program is being phased out.

°'"'" The 1915 request includes funds to support continuation costs of projects for
which there is a current commitment. Included are continuation costs for 37
projects which received their initial awards from 1971 funds, and 42 new projects
funded from released 1973 appropriations.
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D. eneral Mental Health Management and Informatiop: This activity supports
the star who eve responsible for the planning, development and administration
of the e lit, contract, and direct oleretions programs relatidg to the area
of gener mental health. Tweets level' proposed for 19Th and 197; are set
forth in be following table'

1974 Base 1971 Zetimate
Increase

or Decreasq
mss. Amount Pos. Amount Fog. Amount

Personae: !ompensation
i tenet: t 383 i12,060,000 373 48,809,000 -10 -43,251,000

Other Ob, is 11.103.000 --- 7.944.000 -3.159.000

Total 38' 23,163,000 373 16,753,000 -10 -6,410,000

The Management end Information activity includes the resources to support
the provision of leadership, tirection and policy in the development of MINH
goals, policies and programs. These resources also support the development of
a data base upon which progrou activities can be monitored and evaluated. Staff
supported under this activity collaborate with, provide assistance to, and

_AnICOUregePther..1PciLl. State, national and foreign governments and organisations
to promote mental health progvaiii.This'ettivity-also-tupports the provision. ---
of information on mental health and illness to the public and to the scientific
ccamunity. Grant and technicrl assistance programs are carried out by (1) the
Division of txtramural Resear(h Programs, which plans and administers research
grant programs in the areas c'' behavioral sciences, clinical research,'applied
research. psychoFhareacology, and epidemiologic studies; (2) the Division of
Special 'tental Health Programt, which administers programs directed toward
problems of special significance such as crime and delinquency, metropolitan
problem,, mental health of ch!ldren and families, and minority group mental
health problems; (3) the Division of Manpower and Training Programs, which
plans and administers programs of support for training of mental health personnel
on a nationwide basis; (4) The Division of Mental Health Service Progreso, which
provides program planning at 'he national level for the Community Mental Health
Centers Program.

decrease for 1975 includes 0,678,000 for the annualisation of the 1974
employment cutback, SloJ,000 ....ssociated with the reduction of ten positions in 1975,
and x program reduction of 83,808,000 offset by built-in increases of $1,176,000.
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11. Drug Mluat

P,,rsonnel compensation

1974 Estimate 1975 Estimate
Increase or
Decrease

Pos. Mount Pos. Amount Pos. Amount

benefits

either expenses.

obligations

335

---

$9,371,000 406

264,043,000 .--

$6,182,000

210,433,000

+71

-..-.

-$2,189,000

-53,610,900

($ulget authority) --- (235,085000) ft-- (210.433.000) --- (-24,652,000)
Total obligliions 335 272,414,000 406 216,615,000 +11 .45,799,000

(Budget asthorltv) (243,456,000) (216,615,000) (.26,841,100)

Narrative

'Ile drug, nbu,e program of the Alcohol, orug Abuse, and lintel Health
Btrat1011,are.cart1ed out- through the-Agency' National Institute on-Drug-Wire --*-
(NIUA) chic. is tesponsPie for the formulation and Implementatien of a full range
of drop abuse prevention activities. In carrying out these reaponsibiiities, 114
(1) Conduct+ and support% reaenrch in various aspects of drug abuse - from investi-
gatinp parr vmatal and eftidemiological factors influencing drug abuse - to studying
the basic ctemlittry of a1,4sod substances; (2) supports training programs desiened
to provide sufficient numher of oualified personnel In t=ie field; and (1) assist*
comm.:Wes. either through direct project pxant suppott or through prOgia0 consul
tatine, in -stoblishingtreatment progrars tor drug abusers.

herein abuse emerged in the middle 1960's as a problem of major significance.
nmesttcall", estimates of the extent of heroin abuse at one point reached beyond
100,000 addicts and users. This "epidemics brought about the need for an immediate
and massive aobilisation of the nation's resources in order to address this problem.
rrom FY 197t through FY 1974, a total of $654,21A,000 vas obligated by the rtm,
tneluding 6460,566,000 for treatment aind rehabilitation programs. Sy December 1973,
there vera 312 treatment programs funded with a total capacity for treating 95,000
atienta at any one tine. At the same tine, Sate and local resources have been
organised to supplement these initial efforts and to prepare to assume increasing
responsibility for these functions.

In FY 1915 the Drug institute i411 begin to shift away from the direct support
of calamity treatment facilitlea And place greater emphasis on prevention &cella.
ties. Operational responsibilities for treatment service oroerma shift toState and local authorities. The Institute 1411 also place a greater emphasis on
program evaluation, particularly in the area of treatment effectiveness, and on
the development of outreach programs for addicts who have not volunteered for
treatment under existing Programs.
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-* 2,181,000

108 34,056,000

Pos. 'mint

10ft

Increase or
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Poe. Mount

48,000 -- 04,13sow

2 :07,00, -3.405,000
.10o6.noo

111.9 34 100,001 - 51.,000

. Crania and Contracts: Research activities cent r on t
clini Al studies 0( 'net Aarswcological therapies, inclu tog nes
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Rs .earth orojec'n are author'xed under the PHS Act and are a srded to
public .r not-lrolit sgencies, re:earth and academic institutions sad other
organisitions. The ilowing table shoes the distribution of res. Itch grant
and contract resourc. t by type of grants

.1rantes

1974 Rase 1975 estimate
ince ace or

.tease
No. Amount No Mount No. Amount

Continuations 68 $5,744,000 165 514.099,000 +9? 48,355,000
CoMpeting renewal's 14 1,660,000 14 1,140,500 -520,000
New Irojects 103 8,902.004 63 5,422,000 -40 - 3,480,000
Suppiemental awards (5) 79.001 (5) 79,000 (-..)

Subs tal, grants !85 11.385.1xr1 20,740,001 451 +4.355,001
Coatis is )1 71 9078,001 --

Tote Grants f. contracts 30,08,00 40T256 26,263,001
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c. Analysis of Drugs of Abuse in Tissue* And Body Fluidal The
Jewel +sent of improved methodolopies for detecting drugs of abuse in body
fliii4 and tissues continues to be an important aria of itudy. The develop-
hent f automated methodology for routine analysis, as well as the develop-
tent .1 highly ienaitive quantitative methods for research use, Will provide
more reliable information on the extent and mature of drill% abuse.

d. Research Drug Supply! Researchers are provided standardized natural
and synthetic drugs of abUse which are unavailable commercially theteby acceler-
ating research prOgress in marihuana and narcotic antagonists and shortening
the time for developing new chemotherapeutic approaches to opiate addiction.

e. Stimulant Abuses Increasing evidence of cocaine abuse has en-
couraged research on its met of action, metabolism, toxicity, neuro-
phys ological and behavioral effects and, since it is often used simultaneously
-With ,ther drugs, its luteractive nffects with such drugs.

f. Opiate Sulstitutess the increased importance of methadone programs
in hi vin treatment reooires research on a long r acting opiate substitute. Of

criti.al isportance is the investigation of posAble treatment hazards associ-
ated with the increasit. numbers of nativists he ng treated in opiate substitute
programa over long periods of time.

Basic iiechaniers of iiru& Actions esearch concerned with the basic
mechanisms etW11777137ale vaileue-ditifiVa-ae'ie-oaseatia1 to future in. ----...
novative techniques. t better underat.lndinp of how drugs alter neurophysio-
loeleal functioning and their basic mode of act on makes possible improved
methods of prevention, early intervention and t cement.

is. Poly-drug Abuse: Increasinp evidc ce shows that abuse of single
drugs or single classes of drugs lA belt- suppl nted by the abusn of multiple
drugs. Use of various drugs in combinationamy oroduce more significant
Adverse conseeuencea ti.-al mipht occur when each of the drugs is used separately.
iiesearch in thiA area will add to our understaming of the possible conse-
quences of lieu and emerging patterns of poly-drip use.

1. Clinical Studies: Centers of rose: rob excellenct-are supported
where the efforts of the basic and clinical res. ircher are integrated. In

this way, the period rectired for the clinical implication of basic research
findings can he shorten[:. research or the narcotic receptor in one of these
eight centers already sh promise of !motorist, present methods of prevention
and therapeutic intervention.

lajor research email:lds in FY 197S will continue on (1) narcotic
addiction and its treatm-mt, with i,asic studies on the mechanisms of opiate
action and identalcatiol of ir opiate receptor in the brain. The develop...

molt of more effective, 'sneer - acting narcotic antagonists which are relatively
free of aide effects oil' be eicouraped; (2) marihuana use, and a possible
relationshi 1etween its use aid chromosomal daroge, mental impairment during
periods of intbxication, birth defects, and deleterious effects on the body
resulting from long-term uses 0) Mete mechanisms of drug action, with study
of the relationship of drup atrse AA a behavior Reorder with this type of
compulsive and addictive diamers, including a ride variety of social and
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biological issues; (4) opiate substitutes, such as methadone, and the extent
Of treatment hazards associated with the increasing numbers of patients being
treated in opiate substitute programs over long periods of ties; (5) analysis
of drugs of abuse in tissues and body fluids, in order to hotter detect this
Presence and develop improved methodologies for research use; and (6) research
drug supply, providing researchers standardized natural and synthetic drugs of
abuse which are unavailable commercially.

2. Direct Operations; runds budgeted under this account in rr 1975 sup-
port the operation of the Addiction Research Center (ARC) in Lexington, Kentucky.
Research activities at the Center are directed primarily at the nature of the
addictive process and assessing the *bug* potentiality of narcotic depressants,
stimulents, and hallucinogens in an attempt to identify addicting drugs early
and, through appropriate control, limit their abuse". ARC opieation* include
research on methods of assessing in animals the abuse potentielity of depress-
ants and hallucinogens; identification of narcotic antagonists that may have
potential usefulness in the treatment of heroin addicts; validity of chemical
methods for detecting drug use and dependence; and the social, cultural and
envioonmental aspects of addiction.

B. Drug Abuse ?retsina; The rajor purpose of the drug abuse training
program is to ensure the availability of ,qualified manpower in the field. The
major thrust of the Institute's act will be the further development of
a NAtiOnal Training System concept which includes the development otjaeclurisas_____

---for'rAeatitying drug itiiise-tieid regardless of tho
funding source and research into existing and projected manpower needs. The
major, goal is to endure greater utilization of existing training resources and
a more effective approach to manpower needs as they develop. A total of 27,600
people received training in FY 1974. Increase or

1974 Base 1975 Estimate Decrease
No. Mount Ito. Amount No. Amount

event's
Continuations
Competing renovate
Nov projects
Supplemental everds

Total grants

Contritts

Total training

71 $6,943,000 25 $2,495,000 -46 -64,448,000
-- ... -- -- ...

7 721,000 .. .... -7 -721,000
' IN

78 7,664,000 25 2,495,000 -53 - 5,169,000

8 7,474,000 8 7,474000 -- ---

86 15,118,000 33 9,969,000,53 .5,169,000

1. Grants; training grants are awarded under the authority of the Public
Health Service Act (Sections 301, 302 6 303) to non-profit institutions
for specialized training programs for the prevention end treatment of narcotic
addiction and drug abuse. The training that medical students end students in
health related areas receive on drug abuse is improved by increasing the number
and knowledge of academic faculty and developing regular courses of instruction.
Other programs support training of persons who come into direct contact with
drug abusers, and provide in-service or short term instruction on treatment,
rehabilitation, prevention, and evaluation of training methods. Training topics
include pharmacology, urine surveillance, medical problem and patient care,
treatment modalities and their management, and individual and group techniques
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for Winking with the addict. in 1975 support will be limited to continuation
funding of a select number of training grant projects.

2 Con tattoo Contract fund* support the operation of the National Drug
Abuse Ire n AS enter in Washington, D.C., and other training programs to sect
the de tends for health service delivery personnel. Sy the end of PT 1974, Ile
contrast centers will have trained individuals at ell levels in job specific
areas Including program esnagemento administration: clinical skills, and
counsetieg.

a. The National.Drug Abode Training Center serves as a model for
developing, validating, and testing training technteues and mythodoIngies which
have potential for application in comunity drug abuse treatswnt, rehabilitation,
and prevention programs. The Coster provides training to Fedtral, State, and
local tovernment officials, and other health pt.:484610nel* entoged in community
program to combat drug abuse. luring 1974, approximately ll'AO persons were
trainel.

b. Six regional trainicg centers located in California, Florida,
Oklahosa, Connecticut, New York, and Illinois provide short-tern courses lasting
from Govan to fourteen days to met the immediate demand for health service de-
livery personnel created by the growing number of federally and loudly funded
treatn.nt programs. Instruction is provided on drug pharmacology, treatment
and pr.vention, crisis intervention, maintenance therapy, counseling techniques,

--and.pacholonical.depandence, These couritecare.attended_by.protemanneLgt4
paraprofessional drug abuse and other health personnel who provide treatment
servim in community based treatment facilities. During 1974, approsinately
4,000 eopls received training at theme regional centers.

C. Drug Abuse Community Programs* Available data reveal that an
alarmist six year trend of increasing heroin addiction has been halted over the
past tt $ years. The rates of overdose death, serum hepatitis, and property
crime - regarded as significant indicators of the incidence of heroin addic-
tion -- have declined through ,put many areas of the country: At the ease time,
enroll, na in NIGH funded treatment programs has nearly tripled from 20,576
in June 1972 to 55,629 as of December 1973.

With respect to the non-opiate drug category, the abuse of bar-
tactual I, amphetamines, hallucinogens, and cocaine are emerging as areas of
equal (mere. The extent of non-medical use of barbituates and Amphetamines
IA Jiff :cult to estimate and the source of these drugs is not confined to
illicit traffic. The social costs related to the abuse of these substances
will be minimised by the Institute through continuing the availability of
treats. at, underwrittrg appropriate education efforts and interning the medical
protection about the muse potential when prescribing these substances.

With the sense of the immediate crisis past, the Federal role will
shift in emphasis from the direct support of projects for drug abuse prevention
to a more supportive role. In FY 1975 full attention will be given to preparing
State and local agencies to become the primary focus of future prevention ac-
tivities. The three major goals of the institute will bet (1) to maintain the .

current level of Federally funded treatment capacity until the demand for treat-
ment abates and/or the.States can attept their full responsibilities; (2) de-
velop national treatment standards for controlling both quality and efficiency
Of treatgent; and, (3) to increase technical assistance to the State' in pre-
paring this to rapidly assume an increase in prevention responsibilities.

32-019 0 - t4 .14
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The FY 1975 budget reoueSt tor community programs
continue support for existing treatment capacity. Expressed in
capacity, i.e., the number of patients that can be treated at al
institute will be providing full or partial support for approxit
treatment slots. Although the length of a treatment program cak
ably from individual to individual and program to program, it it
over 161,000 patients will receive treatment in FY 1975. Eased
dessix for services this should be adequate to treat those addil
abusers who volunteer for treatment as well as those new patien
enrol'ed as part of the Institute's planned outreach program wh'
in TY 1974. Some shifting of funded treatment capacity among C.
plann.d so that resources which are not being adequately utilic,
can lu shifted to another area that has an unmet need.

$ adequate to
terms of static
one time, the

ately 95,000
vary consider -
estimated that

on the current
is and drug
who viii be

A was initiated
mmunitiee is
1 in one area

1974 Base 1975 Estimate
r. crease or

Decrease

Project grants 4 contracts 1182,649,000 $122,000,000 - $.0,649,000
Formula grants 25,000,000 35,000,000 +10,000,000

Total 207,649,000 157,000,000 -50,649,000
(gadget Authority) (175,770,000)

1. Pro act Grants Grants are awarded to assist communities to seta;. n
treatment program. or natcotit addicts and drug abusers under the provisions
ofthe Community-Mental-ReeltIvCentermAct-(0,101tnd the-DrugAbtritirOftiet-itd---`
Treatment Act (AMR). Project grant programs includes Staffing grants which
Provide for a portion of the ciliary coats of professional and technical per-
sonnel to staff comprehensive :ommtutity centers for the treatment of narcotic
addiction and drug abuse; projects which demonstrate new or relatively effective
or efficient methods for delivering health services; service projects which
provide federal support for pr)grams of treatment and rehabilitation which
inclole detoxification satItteci, institutional services, or community-based
aftercare services; and, specill project grants which provide support for
treatment services, vocational rehahilitation, and evaluation projects.

Special emphasis will be given in FY 1975 to the support of demon-
stration projects designed to test innovative treatment technieues for poten-
tial replication at the State told local level. This is the most important
element in the Institute's shirting its role from that of the direct funding
of treatment projects to that of providing technical assistance, developing
new knowledge and techniques, lad supporting short-term treatment services
where circumstances warrant brief direct Federal intervention. Of particular
concern at the present time is the development of innovative approaches to
treatment, the development of new methods for dealing with middle class
populations of drug abusers, innovative ways to get drug abusers into the
economic mainstream of .ice through employment programs, skill. training and
various types of rehabi !cation, and the evaluation of existing procedures
and techniques in the treatment of the drug abuser, Through the fostering
of a viable demonstration program, the Institute can, on the Federal level,
develop pragmatic knowlAge In these areas and through its tec:nical assist-
ance capability work with the :angle State Agencies and local programs to
achieve beneficial impact at tut level of direct service deliverer.
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2. eontractat

e. The Statewide Service Contract Program: This is a cost reieburse.
meat, cost-sharing contractual mechanism under which many drug treatment and
tehabilitatiOn programs are supported under the "umbrella" of a single state
drug abuse authority. The state drug authority assuras responaiblity as prime
contractor for the various subcontractor agencies. This model is presently
being thveloped in New Jersey, New York, and Texas for possible application
in additional states. These projects are awarded unrier the authority of Section
410 of the DAOT Act. In 1975, these three projects 'sill receive continuation
funding of $10,800,000.

b. Expansion (VaitieVi_140)Lre"tnaramt The financial burden facing
exiatitv agencies with insufficient treatment capacity for drug abusers already
asking for care is relieved by provision of resources for the rapid expansion
of treatment capacity on a fee-for-service contract basis. This program is
also us.d to support new treatment facilities to meet existing needs in tommutr
ities where there is not an established drug abuse treatment tenter. State
drug abuse authorities are prime contractors for these awards. Two contracts
totalin $2,000,000 will be funded in FY 1975.

c. NARA ProAramt The Narcotic Addict Rehabilitation Act (NARA) of
1966 provides an opportunity for individuals addicted to narcotic drugs to

,volunteer.for civil commitment,for_treatment 4451ACted
charged with violating certain Federal criminal laws to apply For
meat in lieu of prosecution. '1.2 million In contracts ',ill be funded in r/ 1975.

3. Grants to States: These awards are made under the authority of Section
409 of the Drug Abuse Office and Treatment Act, and were first made available
in TT 1973. Financial assistance is provided to the state* for Pleneintt,
establishing, conducting, and coordinating projects for the development of more
effective drug abuse prevention functions in the state and for evaluating the
conduct of such functions. Funds are allocated to states based on a formula
which measure* the relative population, and financial and program need of
each state. Federal funding through the formula grant mechanism will bVin-
creased from 625,000,000 in FT 1974 to 35,000,000 In Fr leyS.

Sy 1975 it is anticipated that each state and territory will be oper-
ettas under an approved plan and that a substantial portion of the funds will
be used to provide drug abuse services, including planning, treatment, infor-
mation development and reporting, and program administration. Formula grants
will serve as the mechanism through whieh states will assume coordinating
responsibility for drug abuse programs, including those which had previously
been funded through individual categorical awards. The funding of drug abuse
activities in this manner will provide a base suitable for incorporation into
the ultimate third party system of funding adopted for drug abuse activities,
such as national health insurance.

The following date reflect the actual and estimated awards for
1974/1975t
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CMHC Act:

1974 Base 1975 Estimate
Increase or

Decrease
No. Amount No. Amount No. Amount

Staffing - Sec. 251:

Continuation 24 $13,403,000 .24 $14,374,000 --- +969,000

Demonstration - Sec. 2521
Continuation 7 3,026,000 ---.;11 -7 -3,026,000

Service - Sec. 2561

Continuation 101 66,945,000 -101 -66,945,000

Education Sec. 253:

Continuation 13 1,700.000 --- -13 -1,700,000

Total CZOIC Act 145 85,076,000 24 14,374,000 -121 -70,702,000

MOT Act:
S?ecial Project .411111t6 6
etairatti Sec.-410:
New 76 19,707,000 9 4,340,000 -67 -15,167,000
Continuation 156 75093.000 276 101.286,000 +12Q +25i/293(000
Subtotal 111 95,700,000 285 105,826,0M +53 +10,126,000

:ommula Grants - Sec. 409: 56 25,000,000 56 35,000,000 +10,000.000

Total 9AOT AA t 288 120,704,000 341 140;26,000 +53 +20,126,000

AA Act - Sec. 60;1
SABA Contracts 38 1,504,000' 30 1,200,000 -8 -300,000

PLS Att - Sec. 301/5131
Evaluation M.11.111 373,000 - 373,000
Patient Care Contract 1 400.000 +1 +600 000

Total MIS Act 373.000 600.000 +1 +227.000

Total Obligations 471 207,644,00011396 157,000,000 -75 -50,649,000

Total Budget-Authority (175,770,000)

D. Management and Informationt This activity suprorts the staff of the
National Institute on Drug Abuse responsible for planning, directing, contain-
ating, and implementing pronrnue of research, training, community services, and
public education for preventioa and control of narcotic addiction and drug
abuse. Included in this activity is the drug abuse information program which
was established to collect and disseminate scientific, technical, and program-
manic information on drum, abuse from Federal and State drug abuse prevention
efforts. Periodic and special reports and analyses will be provided for

1/ Includes $31,:74,ww fund: carried forward from 1973 appropriation.
2/ Continuation 1 inti.r nroviOed .finder Section 410 of DAM Act to FY 1'95.

a
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operational and planning purposes by alt federal agencies. A nu
are being supported to develop an integrated management system.

Also Lnelwed in ;Ads effort is the National Clearingho
Abuse Information vAch dittributee posters, pamphlets, nublicat
materials for use by the rtneval public, researchers, teachers,
Intlsated groups and indliiduals.

lber of projects

we for Drum
Ants, and other
4wslcians.

During FY 1975 5p..cial Action Office personnel %All he absorbed into
the rganleational structure of the National Institute on Drut A use, reflectinr
cony osion of SAO's legislative mandate to develop and implement strategy to
mad lea Federal efforts to combat drug abuse and addiction.

The additional personnel resources vill aid the Cation Institute on
mrue %buss in responding t. the increasing emphasis on non -opist, and poly-drug
abus . These resources via also assist nev NiqA activities astuciated with
its hjective of alloying 4tate and local agencies to become the primary focus
of f tura treatment andrntabilitation activities.

The goal of the Clearinghouse in FY 1975 is to achieve
. fully opera..

tion 1 drug abuse information system by July 1, 1975, which will 1) collect and,
matn 114 program management informAtinn emanating from oideral-ardittate drug -
abus prevention efforts; ) provide periodic reports and enalyss for use of
all ederal, state and local agencies involved in the operation tr planning of
drug abuse activities; I) trovide consultation and liaison to de, talon makers
reels ring information on a 1 areas of drug abuse, including treatment, reha
bill ation, research train,ftg, and prevention.

Funding levels for FY 1974/1975 are met forth below

Increase or
1974 Sites 1975 Estimate Decrees.

Pets met compensation

Poe. Amount P_ os. Amount Pos. Amount

and Jenefits 2'7 $2,159,000 298 $3,975,000 +71 +11,216,000
Oche objects 12.812,000 --- 11.671,000 --- -1.141.000

otal 2!7 15,571,000 298 15,646,000 +71 +75,0130
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III. Alcoholism

1974
Ale

Lmount
Personnel compensation and benefits 97 12,779,000
Other expenses - -135.1,)0.000

1971 increase or
Alt Anti Decrease

Poo Mount Pos. Amount
111$3,0 000 Wr 8+300,000
---96,787.000 -38.343,000

Total 97 137,909,000 113 99,866,000 +16-38,043,000

Iarrative

This major grouping of activities encompasco all programs of the National
Institute On Alcohol Abuse end Alcoholism. The-1974 and 1975 funding levels for
the Institute's major program areas are set forth to the ttbles

1974
Bases Hatimate

Research $8,11Wpo0 $10,405,000
training 6,824,000 1,947,000
Community Programs 112,556,000 77,651,000
Management and Information.... _Aualem 9,863.000

Total Obligations $137,909,000 69.866.000

Authorisations
Refearcht Public Health Service Act, Sections 301 and 303
Traininiti Public HealthServi,:e Act, Sections 301, 303, and 433
Community Programs:

Project Grants:
a. Public Health Service Act, Section 314e 1/
b. Community Mental Health Centers Act, Section 261

Formula Grants: comprehensive Alcohol Abuse and Alcoholism Prevent!.on,
. Treatment, and Rehabilitation Act of 1970, Section 301 2/

Management and Information: Public Health Service Act, Sections 301 and 303

Since it vas established by law in 1970, the National Institute on Alcohol
Abuse and Alcoholism (EAAA) has been the primary focal point for rederal acti-
vities in the area of alcoholism and, as such, has responsibility for formulating
and recommending national policies and goals regarding the prevention, mmtrol,
and treatment of alcohol abuse, and alocholiam,,mMdlot,d0Telegting.,a44.4004unting
pregrWASInd'aCtiVities-efied-it thee. goals. The most immediate goal of NIAAA

Imeludes $80,614000 in 1973 appropriation restoration.
1/ Legislatioo proposed to incorporate alcohol project grants and contracts into

Section 314e of the Public Health Service ACt.
2/ authorizing legislation expires June 30, 1974. An extension of the authorising

legislation is propteed.
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is to assist in making the beet alcoholism treatment and rehabilitation services
available at the community level. The longer range goal is to develop effmtive
methods of preventing alcoholism and problem drinking. To achieve these tojec-
tives, the NIAAA fosters, develops, conducts, and supports broad programs of
research, training, development of community services, and public education.

A. Alcohol Research: The purpose of the Alcohol Research Program it to find
better ways to treat, control, and prevent alcoholism and alcoh.1 abuse; to
plan and develop programs of basic and clinical research on the multiple causes
of al. holism, and on the treatment and rehabilitation of the a coholic and
alcoh, abusers. Funding levels of FY 1974 and 1975 are set forth on the follow-
ing t.11e:

1974 1975 acrease or
Eattaata FAlassate -__!crease_

Pos. Mount pos. Amount Po:. Amount
Research grants and contracts --- ;8,023,000 --- 0.930,000 - -- 4;1,907,000
Intraf Aral Research:

Per ninel compensation and
ben, rite 6 285,000 6 294,000 --- 49,000
0th - objects --- 181,000 --- 181,000 --- . ---

7 ,'al 6 8,489,000 6 10,405,000 - -- +1,916,000
( bligatioas) (13,189,000) (10,405,000) (-2.784,000)

.. Grants and Contracts: Alcoholism research grants are rade to investi-
gators affiliated with hospitals, academic and research institut!ons, and other
non - profit organisations. There are no matching requirements, btt the grantee is
required to share in a portion of the project coat. The followiag table shows
the distribution of the research grants pio4ram by the type of vent:

1974
WSW& 1011Maldi

No.

1975 !acresse or
Decrease

No. Amount Amount N. Amount
Continuations 13,718,000 $40a755 $4588W0
Competing renewals 5 962,000 3 769,000 -2 -193,000
New projects 37 3,286,000 120 3,098,000 +33 -188,000
Supplementals

Sub:ots1
a 17,000 (1) 57,000

1 0,023,000 193 '8,230,000 +tif 4207
Contricts --- 9 1,700,000 9

,000
+1,700,000

Tot it Grants and Contracts - 106 8,023,000. 202 9030,000 .406
(0b.igations) (12,723,000) (9,930,000) (-2,793,000)

.140.research grant procram of the National Institute on Alc(hol Abuse and.

Alcoh,liam nos as its primary iUnction the encouragement and SUpPOrt-OfACienti-.
fical.y important and methodologically sound research in the area of alcohol and
its sluses. Since alcoholism is the result of a complex interaction of physio-
logical, psychological, and sociological factors, research efforts deal with all
levels of this major health problem, ouch as the etiology of alcoholism, basic
and applied studies On the behavioral and biomedical effect! of alcohol abuse,
and research into the treatment, rehabilitation, and prevention of alcoholics and
alcohcl abusers.
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Some specific areas of research supported by NIAAA in 1974 are: the etiology
of liver cirrhosis and other alcohol-related diseases such as alcohol intoxication
and pancreatitial the study of the withdrawal syndrome and its treatment; identifi-
cation of the mechanisms and enaymee responsible for the metabolitm of alcohol;
the development of an agent which could block the effect of alechol on the brain; the
use of halfway houses for American Indians; identification and treatment of alcoholic
women; the analysts of alcoholism treatment networks for enhancing the delivery of
services to alcoholic patients; the investigation of a chemical substance having
possible anti-alcohol effects; epidemiological studies of alcoholism; methods of
early identification of alcoholics snd research analysing the economic cots of
alcoholism. A total of 29 projects funded in FY 19Th will he funded for their
entire project period.

During FY 1975, NIAAA will continue to support research activities currently
undervsy. In addition, a number of new projects will be developed and supported
In the areas of clinical research, prevention and education, behavioral and
Psychological studies, alcohol and driving, sad the physiological effects of alcohol.
Contracts will be awarded to study drinking practices and/or characteristics of, .

alcohol abusers, the need for or availability of services for alcoholic persons, and
the interaction between alcoholism and other diseases.

2. Iptramuralpeeearch: In addition to grant support of research investigations,
NIAAA oparates is Laboratory of Alcohol Research at St. Flisabeths Hospital in Wash-
ington, D.C. In its efforts to clarify the nature of the addictive process in
alcoholism end to measure its effects, the Intramural Research Program at the
laboratory has developed three main thrusts: 1) studies of the behavioral aspects of
alcoholism particularly as it relates to interaction within the family of an alcohol
abuser and to the'development of therapeutic procedures; 2) research into the
mechanisms of importance in the metabolism of alcohol and'oc other bodily functions
associated with alcohol ingestion abuse and withdrawal; and, 3) behavioral research on
humans and experimental animals directed toward a clearer understanding of the
effects of alcohol ingestion and the addictive process in alJoholism. In the Intra-
mural Laborstory, experiments are designed so that findings in any single discipline
would have a potentially meaningful relationship to research in other disciplines.

O. Alcohol_.j.MLsaLini- The purpose of the alcoholism manpower development acti-
vity is to improve the quality of training of professionals and paraprofessionals
working in the areas of alcoholism and alcohol Abuse. Training activities are sup-
ported for individuals issuch fields as medicine, social work, public health,
psychiatry, and psychology. Funding levels for 1974 and 197..are shown lc the

1974 1975 Increase or
Estimate Estimate-

1Vaining grants $67T,000 31-13N70555 $-4,877,000
(Obligations) (12,224,000) (1,947,000) (-10,277,000)

It is the Institute's premise that the development of manpower should be for,_
definite programs needing personnel vith specific kinds of training, and, to
this end, NIAAA has focused on three distinct groups of people and their roles
in dealing with problems of alcohol abuse. The first group, counselors
(usually individuals with less than professional training), provide most of
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the dinct treatment service,. The second group is composed of professionals
who haw. acquired positive attitudes and recognise that alcoholic people can
be help.d. Independent of their disciplines, they are responsible fqr the
supervi. ion and training of personnel with less experience or training. The
third group is composed of those members of a community who are in a natural
positiot to provide entry into an alcoholism treatment system. This group in-
cludes .lergy, physicians, attorneys, teachers, Indian medicine men, police; in
short, uny group to whom people in trouble turn for help.

During FY 1974, the thrust of the SIAM manpower program will be directed
toward the establishment of training centers in order to assure proximity
end resionsiveness to State and local training needs. These centers will be
designec to accommodate alcoholism training needs of State and local organisations
and will be coordinated with the NIAAA's National Center for Alcohol Education.
In addition, new training grants will be aw.irded to several priority areas such as
improvin4 64,1 developing curricula,: on alcoholism in medical schools so that all
students will be sensitised to the needs of alcoholic persons. The four new grants
funded in FY 1974 will be funded for their entire project period.

The Institute's request for FY 1975 provides for continuation funding of
existing training grants. Funding levels by type are set forth in the table

that follows:

1974
Estimate

So.

1975
Estimate

Increase or e-
rea.s

No. Amount Amount Pos. Amount
Continuo:1.ton.. W $3,1$387000 25 $1,97005 -11 1-1,511,000
'.7capetint renewals 10 229,000 --- -10 -229,000
Jew projocts 4 3,137,000 ..-- -4 -3,137,000
Supplemental&

- - - -

Total. 50 6,824,000 25 1,947,000 -25 :4877000
(Obligations) (12,224,000) (1,07.000) (-10,277,000)

C. Alcohol Corm unity Programs:

1975
Estimate

Increase or
Decrease

$:Y4WiT.T6-6
---

Project grants and contracts
Formula grants
Total

(Obligations).

1974
Estimate

$66,956,000
45.600.000

$32,051,000

45,600,000

$112,556,000
(181,865,000)

$77,651,000
(77.651,000)

434,905,000
(-104,214.000)

1. Projects Grants and Contracts: The objective of the alcoholism project
grant and contract effort is to assist in reducing the seriousness, prevalenci,-
and incidence of alcohol abuse through support of treatment, rehabilitation, and
prevention at the local. level. Support is available for a variety of purposes
related to the improvement or expansion of alcoholism services: helping cover
the initial salary coats of professional and technical personnel in facilities for
the prevention and treatment of alcoholism; conducting surveys and field trials
to evaluate the adequacy of prevention and treatment programs with a view toward
determinilg ways of improving, extending and eAvanding such programs; demonstrat-
ing new, Ifective, or efficiert methods of delivery of services to Alcoholic
persons; uld, providing vocstirnal, educational, or social services related to
rehabilitation of alcohol abusers. High priority project grant programs include
the following:



IASI COPY AVAILAOLt 534

Indian Alcohol Proeram - The Indian Alcoholism Program has the following
objectives: increase public understanding and awareness of the problem; change
community attitudes toward this group; support rehabilitation sources; develop
preventive programs for Indian youth; and design education and training programs
in the field of Indian alcoholism. In FY 1973, the Institute funded 97 Indian
projects designed to provide residential care, individual counseling, job place-
ment, referral service, group therapy, Indian Alcohol Anonymous groups, didactic
lectures, work therapy, recreation, and self-government. The essential aspect of
these projects, however, is the integration of Indian cultural patterns into
the rehabilitative and learning processes by hiring Indian staff for programs,
working through individual tribal mores, and emphasizing the Indian's image Of
himself. It is intended that these demonstration projects, initially supported
with Federal funds, would eventually continue without Federal support.

Alaskan Native Program - In addition to the regular Indian Program, NIAAA
has initiatA an Alaskan Native Program to develop alcohol treatment services for
the people ,f Alaska. Forty-four "mini grants" of $5,000 - $10,000 each were
awarded in .1 1973 to initiate education and organization efforts in various
villages. he projects are largely one-year grants and the basic requirement is
that the l.,a1 occinunity assume leadership in deciding on its needs and in dOing
the actual .,lanning for these projects.

Drinki LA Drivers Program - The Drinking Driver Program is part of a joint
effort with the Department of Transportation (DOT) whose objectives are the
reduction cr alcohol- related traffic fatalities and the encouragement of appro-
priate treatment f..r problem drinking drivers. NIAAA provides consultation and
assistance n the eevelopment of the DOT community - oriented Alcohol Safety Action
Program (AS,P), anti support for treatment and rehabilitation of problem drinking
drivers ide tified in ASAP operations. The Drinking Driver Program of NIAAA is
concerned v th utilizing the highway safety efforts of DOT to identifSj, candidates
for treat= t early in the course of their problem with alcohol abuse and with
changing V. attitudes of police, judges, and probation officers toward acceptance
of alcoholism as an illness and toward taking the responsibility for directing
the drinklne driver to treatment.

Occupational Program - SIAM offers all States, Puerto Rico, the virgin
Islands, and the District of Columbia grants of $50,000 primarily to implement
State-vide occupational programs. Staff support for two state employees is pro-
vided to develop a program for State employees and to develop similar programs in
local jurisdictions and the private sector. The Institute has funded 51 such
grants and has taken the initiative In training the State occupational staffs.
This training is an ongoing 18-month program'which protides oliii.-100-C6C4itiiiiiii--
co.iultante throughout the country with a high level of expertise. Tte uniform
training effort provided by the Institute fosters a close relationshiI with the
State occupational staffs, and a coherent national effort in,colibettlbg aleohOlismi
terthe 'Nark -foree.

Poverty Program - In FY 1973, NIAAA funded 160 grants at $9,530000 under
the Community Alcoholism Services Poverty Program. The program's purpose is to
demonstrate how a variety of services provided by different agencies can be
coordinated and made available to the low income alcohOlic person and his family,,
Some of the specific goals of thee, projects are: full:Utilization of community
resources for early identificstion of low-income families with alcohol problems;
improved access, to and delivery of supportive services in the cociunity needed
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for the recovery aid the resocialization of these fa:11111.1, development and use of
neighborhood resot cos for continued support of by income families with alcohol
problems; wantons. co of the family unit through socialisation, rather than institu-
tionalisation of t e alcoholic person; ant, the development of training and techni-
cal assistance pro,ects, using indigenous workers, to foster the spread of other
programs in poverty areas.

During FY 1971, the project grant proves of NIAAA will be focusing on several
treatment initiatiNess the development of standards for accreditation of alcoholism
treated' t programs and certification of treatment staff to bring about the active
partici alien of the private health-care insurance industries and the recovery of
benefit for the treatment of alcoholissctreatment progress keyed to specific soot° -
culture value expectations for such population groups as the employed, public
inebria.es, minorities, youth, and others; and, support for the implementation of
the "Uniform Alcoholism and Intoxication Treatment Act" in the States, and consulta-
tion ani assistance for those states already implementing such legislation. The
Institute will be warding funds to those new project grants which demonstrate
innovative treatment techniques, a comprehensive approach to treatment, a willing-
ness to meet accreditation standards, and a potential for excellence in these and
other ways. Many of the projects funded in FY 191k viii be supported for their entire

project period of up to three years.

The project grant program of NIAAA, since it was established in 1971, has
funded over 480 projects in communities across the Nation. The effect of these
projects has been is increase the national awareness of the problems of alcoholism
and build State and local capacity to handle the problem. The final solution, how-
ever, must depend os locally initiated and supported efforts. Through the use of
Federal assistance substantial results have been achieved, most notably in the sense
that the programs f-sided have proven to be viable ones which marit support from the
local and private stators. During FY 1975, therefore, NIAAA proposes to phase-out
direct Federal support for alcoholism service activities and concentrate its efforts
on some new initiatives. These will include incentive contracts for $7,000,000 to
profit-making institutions for organising and establishing alcoholism treatment
programs in private industry which can successfully solicit third-party payments for
these treatment provams; $7,000,000 for project grants to States for implementa-
tion of the "Uniform Alcoholism and Intoxication Treatment Act"; and, $7,000,000 for
new and continuation funding of selected high priority alcoholism treatment projects
which are aimed at special risk populations. A distribution of alconlism rehabilita-
tion grants is set forth in the following tablet

2. Formals Gr=unts: The State Formula Grant Program, provides fuels to States..
to assist them in planning, entabli.Ling, maintaining, coordinating, and evaluating
projects for the development of more effective prevention, treatment, and

Staffing Grants:

1914 1975 Increase or
-intimate Natlaata-- Decre e

No. Amount Ito. Mount So. Amount

45110,051,000 45W11,051,000 4.1,000,000

Grant. and Contracts:
Continuations 386 41,671,000 94 6,000,000 -292 -.35,671,000

New 1 2 33_,234,000 47 15:000..000 -127 72 HILIM
Total 603 66,956,000 1Gfi. 32,051,000-417 - 34,905,000

(Obligations) (106,265,000) (32,051,000) (-74,214,000)
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rehabilLation programs to deal with alcohol abuse and alcoholism. Funds
ary allotted to the Stags according to a formula which is based upon
relative population, financial need, and the need for more effective
alcohol programs, All 5,) States, the District of Columbia, Puerto Rico,
the Trust Territories of the Pacific /stands, Guam, Samoa, and the Virgin Islands
are participating in the formal, grant program..

The State Formula Grant Pr
with vhich the program has been
the States to qualify for part!'
positive impact it has and will
alcoholism at the community ley%
been used by the States Suring t
69.1% for direct services; 12,21
education, training, and prevent
administrative coats.

gram was !trot funded in FY 1972. The enthusiasm
received, however, and the concerted efforts of
ipation in the program are evidence of the
have on the problems of alcohol abuse and
1. The ways in which Formula Grant funds have
he past year serves to illustrate this importance:
for Statewide program development; 8.4 for
ion efforts; 3.9% for evaluation; and 6.h% for

D. Alcohol Managemnt and Information: This activity supports the staff
who plan, direct, and excute t), program of the National Institute on Alcohol
Abuse and Alcoholism. Finding evels for FY 1974 and 1975 are set forth in the
following tablet

Persoriel compensation and
benef to 51 $2,494,000 107 $2,765,000 +16 $4.291,000
Other ,bjects --- 7,0784000 --- -468,000

Tote 20,040,000 107 9,6'0,000 +16 -177,000

1: is the established policy of NIAAA to include an evaluation component in
all al visored alcoholism progress and projects, and the scope of these monitoring
and evaluation activities inclines research, prevention, direct services, and
training. The primary purpose cf evaluation is to determine effectiveness and
efficiency in the use of public funds in support of alcoholism programs, and to
provide guidance In selection of appropriate alternatives. Results of evalua-
tions ere widely disseminated tt all concerned in the field of alcoholism.

1974 1975 Increase or
Estimate Estimate Decrease

Tor. Amount Poe. Amount Poe.' !mount

^IA information and education program of NIAAA has been expending over the
past several years. Initial eflorts were devoted to building a foundation of
awareness of the nature and score of alcohol-related problems in the United
Gtatee,through a nationwide med's campaign. This effort has been carried out
throw' such means as pub.ic acItrtisingi surveys of existing printed materials
nd f:.es on alcohol; developmet: of general and scientific publications; and
produc .ion of films for junior ;#1 and highst1tool youths. The instityteek.,
iiifdraition con ilidaidd when tlWiatfOnal Clearinghouse for
Aldohc. infrmation (NCALI) was established in July 1972 to serve as the
n cior al focal point for the co.Iection and dissemination of vorldvide informa-
tion ce alcohol abuse and alcoholism. In addition to processing and responding
to reetests for information, the Clearinghouse provides abstracting, indexing,
and cataloging services, and distributes bulletins and Clearinghouse publications.

Ile importance of prevention and education efforts has also been recognised
by the Institute as deserving primary attention, and as a result, NIAAA has
recently established the Rationed Center for Alcohol Education (WAS). Among
the ma1or goals of the National Center is the development of a comprehensive
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training sad education system vhioh, titer testing and refinement, can be
ioeapeneively adapted at the State and local levels. Of special Importance is the
capturing of the most innovative educational techniques and strategy coupled vith
thoroughly tested comprehensive curriculum materials. In addition, the Center viii

also provide EXteutive Seminars for State Alcoholism Authority directors as yell
as other policy taker's from the local, State, and national levels.

During PI 1915, the Institute vill continue those activities begun in prior

years. The activities,of both the Clearinghouss and the Education Center vill
cautious to be closely evaluated, realigned, and refined in order to improve end
enhance the Institute's efforts in raking knovn and preventing the problems of

alcohol abuse and alcoholism. The Institute viii also maintain responsibility
for edsinistratioo of the PSS Federal Employee Alcoholism Program vhich it

assumed in FT 1974.
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IV. Buildings and Facilities

19714 1975
Estimate Estimate

Increase or
De

Direct construction progr.1 $200,000 +$200,000

Subactivities:
Saint glizateths Hospitti
Other 200,000 +200.000

Total 206,000 +200,000

This represents a new budget ac
appropriation, through which we

activities of the A
Through the end of the current
be reported under the former pa
Health Services and Mental Heal

Narrative

.ivity under the Alcohol, Drug Abuse and Mental Health
propose to fund all direct construction and facility
.cohol, Drug Abuse and Mental Health Administration.
ear, obligations of funds for these purposes will
-eat appropriation, buildings and Facilities,
.h Administration.

A. Saint Elitabeths Hospital: Major projects currently underway at Saint Elitabeths
Hospital include the rewiring aid extension of electrical facilties; plumbing and
heating modernization and improvement; air conditioning of patient buildings;
renovation of sanitary and stori severs; and replacement of screens in hospital
buildings. At the end of the current year, an estimated unobligeted balance of
$6,427,000 will be transferred °Isom the Alcohol, Drug Abuse and Mental Health
appropriation to that of the District of Columbia, as of June 30, 1974. Accordingly,
no obligations are reflected under this appropriation for the Saint Elitabeths
Hospital account, either in 197 or 1975.

B. Other Programs: In 1975, the obligation of 4200,000 reflects the planned con-
struction of an animal fence and necessary landscaping at the 1111.11 research facility,
located at Poolecville, Maryland. The funds were appropriated for this purpose
under the HSMHA Buildings and Facilities account, in 1974.

_ _ _



539

V. Program Direction
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increase or
1974 Cstimate 1075 rtimate necrease

Pos. ;mount nos. Amount Pon. irmunt
Personnel compensation
and benMal

',file.: of the

Administrator
!'egie:tal 'Iffices

Other expenses

Total

$3,542,01
2,40%41y
2,606.041

'1,01,000
1,021000
4,251000

-1 151,040
+22,101

+1,6451,10

290 $9,146,404 29A $10,462,000 -- +$1,30, *70

:arrativo

This activit", authorised by Section 301/3/1 of the Public Health
,:ervic. Act, inclu.les funds for t-:e fo!bmring purposes'

1974 19/5
Staff su,Tort for the office of the
:onioistritor, Alcohol, Prug Muse,
and ',mate:: Vealt!! &ministration 35,062,000 14,700,100

B. Staff suraort for Agency 061tiOAS
assigned to the :CD! Pegional Affices 4,084,000 4,06C,101

C. vental coats for buildings occupied by
Agency staff IkKg1.100

Total $9,146,000 11Tcri 750

The office of the &ministrator, MMA, includes the staff reepo sible
for the overall direction and managesent of the Agency. The function.
carried out in the Administrator's office include administrative sanstement
services, proeran planning and evaluation, program coordination, and sublic
affairs activities.

The :staff assigned to the regional offices carry out programs of assist-
ance to the states and serve as field units providing, technical assistance
on agency Programs-to state and community institutions._.
have the responsibility for the administration, on a project basis, of the
community mental health centers progress, the hospital improvement and
hospital staff development programs, and the alcoholics formula grant

The Public Building Amendment of 1972 (f.L. 93-313) enacted by Congress,
June 16, 1972, establishes an industrial fund14g method of operation for
(.SA from which the GSA operations, maintenance, and construction is to be
funded. The law in effect requires each agency occupying space assigned by
OSA to reimburse them for that space. This method of financing is applicable
to ell space administered by GSA regardless of whether it is federally owned
or leased. This activity is utilised to reimburse OSA in accordance with that
lav, and contains an increase of $1,702,000 for this program.
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Alcohol, Drug Abuse and Vental Health Administration

Alcohol. DruALAbuse and Intel Health

Program Purpose and Acc mplishments

activity: General Hertel Health Research (PHS Act, fections 301 and IC3).

:935-

1971
rhinget

Patimatt

a. Mount 1.uthorization. Pos. Amour
330 890,146,000 Indefinite 330 $64,468W61

(101,427,000) (Obligations)

Purcoset Provides funds to develop new knowledge and approaches to the causes,
diagnosis, treatment, control and prevention cf mental illness, thrc :el basic,
applied and clitical research. .'

101anationt Regular research grants go to investigators affiliated with hospitals,
academic and research institutions, and other non-profit organization*. There are
no matching requtrementi, but the grantee is required to shoe a portion of the costa.
Hospital improvement grants are specifically focused on the use of current knowledge
in demonstrating improved services for patients, stimulation of the process of change,
and the development of relationships with community program formen.o... health.

Accomplishments in 1974: During the current year, a total of 1,048 projects viii be
funded, including 199 new avards, 1941 competing renewals end 150 small grants..

Objectives for 1975: The number and cost of awards by type are set forth in the
follovinS tablet

WS.
Refearcts trants:

19.2:711

1975 tetim&Ie

Competing renewals
?15,1 $3::?;73:000 fol $4S;:4615,20:000Continuations

'

Nevi projects 199 14,712,000 - --

Small grants 150 1,000,000 125 750,000

Hospital Improvement Protects:
al) 41°°°1

Supplemental& 02) 1.000.000
&Motel 1,045 61,172,000 , 1 ,000

.,-.-----Continuationsc.,...1..-e.-.-v.-.:v-- 113 '-4;10;1950 4§-----11305;b66--
Competing renewals 9 657,000 -.- .
New projects
Ruttotal.................. ssss J. .5.ga----,QCV,_ae..7.7:t:;St,.......-MF:f6.a_.,....:,Restifeli-eifttreriaciiiii''

Continuations
Competing renewals
Nev projects

Subtotal

tAgaa No.' Rmoun

130 3,934,000 107 . 3,201,000
6 173,000 ---
12 3V)1.900 - -7'11

148 4,466,000 107 3,201,000

In the intramural research area, investigators will continue their studies into
the genetic and chemical cheracteriatice found in schisophrenit patients. In addi-
tion, there will be continuing study of the development acid growth of thecentral
nervous system, and vide variety of studies to examine various substance% found in
the brain, These will be related to drug effects, environmental and genetic factors,-
and functional abnormalities - all of which ispect on the physical and chemical
causes of various forms of mental illness.
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Alcohol, Drug Abuse end Mental Health Administration

Alcohol. Drug Abuse and Mental Health

Program Purpose and Accomplishments

Activjty: General Mental Health - Train in, graots and fellowships (Public Health
Service Act, Sections 301, 303, and 433).

1975
Budget

Estimate
Authorisation

$100,014,000 indefinite $65,101,000
($128,0:1,000 Obligations)

Purpose.: Training grants and fellowships support the effort to improve the
quality of people working in mental health and to provide training for research
relating to the problems of mental illness.

Explanation. Regular training grants are awarded to organizations to enable them
to defray institutional costs of the training program and to provide stipends for
individuals enrolled in these programs. Hospital staff development training grants
are awarded to state mental hospitale to provide staff training aimed at increasing
their overall effectiveness and translating tew knowledge into more effective ser-
vice to pstients.

Accomplishments in 1974: In 1974, a total of 1,743 projects will be awarded, in-
cluding 60 new starts. HIM is also investing efforts in technical assistance to
states and localities on the identification $2,4 means of meeting their Manpower
needs for mental health service personnel.

Objectives for 1975: The budget request for 1975 provides for continuation
support to existing grantees. Funds are not being requested for new training grants
since this program is proposed for phase-out. It is felt that mental health training
programs have been developed to the point that special Federal subsidies are no
longer required particularly in those professional fields for which there is a
relatively high earning potential.

Furvling and Project levels for 1974

Training
I=

grants: . . ._ .

and ; "75 are set forth below:

1974 Hasi 1975 Estimate
'.

!75
1,088

80

Amount No.

i;c4VO9;901Iii,g7170.6-0
55,065,000
6.412,000

;000---Continuations
Competing renewals
New projects
Subtotal 1,113 94,103,000 1,045 59301,000

Hospital staff develozment:
Continuations 37 897,000 6h 1,600,000
Competing renewals 51 1,303,000 -. -

New projects 8 200 000 -.-

Subtotal -----g----r,V0-1-0,000 64 1,600,000
Fellowships:

Continuations 31: 230,000 442 2,739,000
New projects
Subtotal

'41 1a2..,000 10 1.24,
175 3,486,000 547 4,000,

Total T,P14 100,034,000 1,656 65,101,006

31.0ft 0 14 SC
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Alcohol, Drug Abuse and Mental Health A4minirtra'ion

Alcohol, Drug Abuse and Mental Health

Program Purpose and ACcooplishments

Activity: General Mental Health - Community Progr ess - Construction (Community
Mental Health Centers Act, as amended, Section 201).

1975
Budget

1974 Estimate
Authorisation

S14,250,000 Expired
(034,250,000 Obligations)

Purpose: Grants are made t'or the construction of public and other nor.- profit
community mental health :enters. Construction grants :mist communities in
establishing appropriate facilities for the delivery of comprehensive community
tents/ health services by supplementing state, local and Private financial
resources.

Explanation: Funds appropriated for this program are allocated to the states on
a formula basis, taking into account such factors as populaticc and per capita
income. Grants are awarded on a matching basis with the percent of Federal
support varying depending upon whether or not the catchment area served l'As been
designated as a "poverty area".

Itecomplishments in 1974: Using 314,250,000 appropriated in 19/i, plus $20 million
tarried forward from 1973, It is estimated that 194 new constrtction grants will
be awarded (114 of which will be funded Iron 1973 funds).

Objectives for 197,: No new budget authority is requested for 1975. The Aden!.
stration is proposing that the Community Mental Health ^enters Act be alloyed to
expire at that time. Ac:ordingly funds vill no longer be requested to provide new
starts for projects authorized under this Act. Reliance will be placed upon
financing through state, local and private sources, on the basis of funding pro-
vided through the end of 1974, ar estimated total of Uff centers 4)1 have received
construction support by that time.
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Alcohol, *Drug Abuse and Mental Health Administration

Alcohol, Drug Abuse and Mental Health

program Purpose and Accomplishment'

Activity: General Mental Health - s - Staffing (Community
Mental Health Centers Act, as amended, Section 22 .

Authorisation
$155,513,000 "Sums necessary

for continuations"

Budget
Estimate

$172,053,000

Purpose: Grants are made to assist in the establishment and operation of com-
munity mental health centers in areas designated by state mental health authorities
as "catchment areas" (geographic areas containing between 75,000 and 200000
people among which there is to be s coordinated, comprehensive system for providing
mental health care). Grants are awarded on a project basis to eligible center*
for partial support of staffing costs of professional and technical personnel.

Explanation: This assistance enables the community to initiate new or improved
mental health services and make them available while longer term sources of
financial support are being developed. Grants are award on a matching basis with
the percent of Federal support varying, depending on whether the catchment area
served has been designated as a "poverty" area.

Accomplishments in 1974: By the end of 1974, an estimated 55 new projects
will be funded. of the anticipated 626 centers haying received staffing and/or
construction funding by the end of the fiscal year 1974, it is estimated that
h55 will be tally operational, making services available to an estimated 67
million residents living in the catchment areas:

Objectives for 1975: During 1975 continuation funding will be provided for those
projects underway or initiated through June 30, 1974. So new staffing awards
will be sae, as the Administration is proposing that the Community Mental Health
Centers Act be allowed to expire on June 30, 1974. All commitments existing as of
that time will-be honoredthrongbout their project periods.-The proposal
consistent with Administration plans to place greater reliance upon health insurance,
state and local revenues, income from the private sector, and third party payment

sygtemes fey ftP"PCInCtr441111't.t!rOceil,....

It is felt that this program has proven itself, and should now be absorbed
by the regular health service delivery system.
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Alcohol, Drug Abuse and Mental Beath Adainietration

Alcohol. tout Abuse and Mental Bealtk

Promram Purpose and Accomollehments

Activity 0411061 Mental Health - comunitv Prporams - Children Services
(Community Mental health Centers Act, as aiended, Part ti.

19/5

Budges;
1974 Estimate

41thulealhAt
$19,000,000 440* necessary 426,844,000

tot Continuations":

bums This activity tupporti grants vhich will /*prove the quality and quantity
Of airs-ices to children through specialised staffing stints.

Funds ate used to provide staffing support to existing communitymew&s

center* or other qualified pUblis or non-profit 'gentile and Organ
isatIons, for the establishment or expansion of mental health Services to children.

4coppl4Ihmenti 0 19741" By June 30, 19Th a total ot, 45 neV projects have received
ward* tram ry 1973 fund.. An additional 37 hey wards viii be made from the
19Th appropriations.

b 1 75k It is estimated that 126,844,000 vill'be required to sup-
port Continual On 400mitmento dUring 1975, it is proposed that the Comlunity.
Mental Beath Center. Act be alt.:Wed to 001re on June 30, 1974, ACcordinay funds
will no longer be requested for acv 'starts' hoverer, all commitments for projects
funded through the 0104e of this fiscal year vill be honored for their entire
project periods.

it is felt that this Progran has proven itself, and should nov be absorbed
by the regular health service delivery !Mites.. Those prograMs vhich:haVe oper-
ated efficiently viii be able to obtain sufficient State,-loCal and priVate
money* to Continue to e*Ist after their Federal support period has ended, as
originally intended at the time of the legislation's initial enactment,
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Alcohol, Drug Abuse:and *nta. Health Administration

A::ohol. Drug( Abuote.eal tental Health

ProKrem Purpose end Av,opliehments

Notivityt General Mental Health - Nanagasent,ind Information (Public Health
Service VIt, Sections 301 and 303).

1975ixt
Iget

Het ',mate

373 t16,451*
tcA

3 1,14!MY"ltnirerft:Ittl"

se id_ixplanstioal This activity supports the staff vhe are reaPoUsible
or t i 'nolo, development and 44ministratimi of the grants and contract Pro.

guess ini uded in the general mental heelth ac ivities. Alen included are the
r,:sOuroes required for overall direction and caiegement of tie including
poogras analog and evaluation, hiometeic and legislative s.rvicebvadmIniatrative
mega*/ central office coordination of regional programs, and maintenance of
Inatitut4 relationship vith Other brenches of the Administralion and with date
cid eosin ',fly orgaeleations.

complit &Os in lrhs During the current year, a major effort has been invested
in the I'd onstitution of NINH as a component part of the Alcohol, Drug Abuse', and
Ikaal Hs atIl Administration. In addition, an extensive analisis of 1/MB programs
is under ety.Wiletermine those activities vhich may approprlAtely be decentralised
to the rellonel Wel. Stetting reduCtions are underway, corlensurete with the
phaeing.c at of training and community mental health center prIgrams;

Objective; in la52 Consolidation of the recent reorgeeltatim into the Alcoh01,
Ocug-Abuel and Mental Heolth Administration; continuation of clans for deceetrelita-
tioi.',
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ALCOHOL, DRUG ABUSE, AND MENTAL REALM ADMINISTRATION

Alcohol, Drug Abuse, and Mental Health

Program Purpose and Accomplish:sante

Activity: Drug Abuse - Reenact: (Public Vtaltb Service Act, Sections
301, 302, and 303)

1973
1974 Budget Retimates

Pos. Amount Authorization roc Amount
TWi $36,91705 Trk-TetiThr TUX 04,055:01

(34,056,000) Obligations

Purees*: This aubactivity supports drug abuse research grant and contract
progtams of NUM and operation of the Addiction Research Center located in
Lexington, Rantucky. Drug abeam research grants and contracts support the
development of nev,knewledge and approsehea to the Causes, atone:lie, treat-
ment, control and ptevention of narcotic addiction and drug abuse through
basic, clinical, and applied research.

Explanation: Project grants are available on a non-matching basis to public
and privets non-profit institutions. In addition, contracts are *warded on
the bails of competition for research activities:. Intramural research
activities are supported at the Addiction Research Center, whose primary
function is to test drugs for their abuse potential prior to their. being
made available for general use.

Accomplishments in 1974: During 1974 NIDA provided support for 256 research
grants and contracts ineluding,103 new awards. In addition to continuing
evicting efforts, the Drug Institute began clinical tasting of longer acting
narcotic antagonists, expanded research into payehological factors of drug
abuse in Minority end other high risk group*, increased research effort, on
resource utilization and productivity in community service programs, and
prolided support for innovative treatment spgreachei. M a result of the
expending number of community based drug abuse treatment centers,the Institute
iota able to transfer the facility which housed the Lexington Clinical Research
Center to the Bureau of Prisons in VT 1974. The operations of the Addiction
Research Center are being Continued.

Objective, for 1975: The FY 197$ request provides funding support for
ongoing area* of major research to include (1) baste studies on the rachaniems
of opiate action; (2) the development of sore effective, longer-acting
narcotic antagonists which are, relatively free of side effect*: (3)
arihusna line, end a pos.01* f.lationithip between it use and chromosomal
damage, mental impairment during period. of intoxication, birth defect.,
and deletatiO0 effects on the body resulting from long -tern use; (4) opiate
eubStitutet, such as methadone, and the extent of treatment hazards associated
with the increasing numbers of patients being treated in opiate substitute
progress over long pttiode of tile: and (t) analysis of drugs of 'abuse in
tissues and body fluids, in order to better detect their presents and
dOvelop improved methodologies for research use, It is anticipated that
76 new research projects will be supported in FT 1975 at a level of $6,641,000
along with the continuation of 136 projects at level of $23,977,000.
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ALCONOL,'DRDO ABUSE, AND MENTAL HEALTH ADNINISTRATIM

Alcohol, Drug Abne4, end Motel liaalth

?coeval Purpose and Accompliahnents

Activity: Drug Abuse - Training (Public Wealth Service Act, Se tion 303 1 0A6?
Section 410)

1975

1974 Suditef tionrotee,

Amount, Authorisation pm, mmAt
$7,666,900 PNS-Indefinite

DAM-160,000,000 7 474.000
14,U9,604

Purpose: this activity supports training designed to increase the dumber
and i.prous the quality and knowledge of people working in the ire* of narcotic
addiction and drug abiiie.

Explenation1 Training grants are awarded to oreanintiote to eloble then to
defray institutional costs of netting progrems,:and to provide stipends to
enrolled individuals. These are available to public or private non-profit
institutions. Training contracts are awarded for regional trai.Ate centers
to provide short-tire training for service delivery personnel:

Aceomplishmette in 1474: The major objectives in Ft 1974 are t. maintain the
established level of training and at the same time achieve a fu ty coordinated,
quality Codtrolled, National Training Systeti. Because of the utent teed for
health service delivery personnel, the Institute hal funded *ix contracts for
regional training cetite's: During TY 1974, these center' pit:vicar! short-
term training for 4,000 workers at all levels, thus ImprOving its quality
end quantity of perso00.1 working in Federal and locally funded rehabilitation
centers. At the tatione level, the National Drug Abuse Traiitins Center, Which
is operated under connect, Provided ttotnto8 for 1,800 persona 0 PT 1,974. The

Wer objective of the drue abus. training grants progran L to improve the
quality of professional personnel available to work in the fiel4 of narcotic
addiction and drug abuse. During Pt 1974 NIX funded 78 green. A total
of 11,800 people were trained as a result of these grant programs.

Objectives for 197$1 714 1973 request provide, funds for grant4 having
continuation requiresen4s, but does not include funds for now grant words.
In addition, the raquesl contains funding for the existing training center
contract*. Efforts als.d at achieving a fully coordinated, quality con-
trolled National Trefoil's System will be continued. It is estimated that
1(.944 persons will receive trainipg in PT 1973.
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MCOHOL, DRUG ASUSE; AND KENTAL HUM ADMINISTRATION

Alcohol, Drug Abuse, and Mental Health

and

Activ tys Deus Abuse - Community Programs - Project Crania and
Contracts (Ccexunity Mental Hutt Centers Act, as amended, Section
256 and 261, and Drug Office and Treatment Act of 1972, Section 410,
and Wiccotic Aldiction and Rehabilitation Act, Section 607).

/474 1975
Amount ff.--hriermotttttt rte.

016,411,000 CMFIC ~Fri "Suma as net, $14,374,000
0,443,000 CMHC 156 Expired If --
1,700,000 MAC 4$3 EmViced i/

11,156,000 DAOT 410 U60,000,000 105,826,000
1,500,000 NARA 7+01 "Sums as nec."-- 1,200,000

PHS 301/303 " " 6
:X140,117400 1226

(142,049,000) Obligations.

e: This subactivity supports grants and contracts to develop and
c met comprehensive health and education programs for tea prevention
and treatment of drug abuse, thus reducing the problems associated with
drug use and abuse in the United states.

Explenatjoctt the project grants and contracts programs included in this
activlty are'es follatet
1. Srptgits grants support a portion of the initial salary coots for
professiona l eririTchnical staff to initiate comprehensive comnuni-ty centers
while longer:40m shorces of financial support are being'de0e1OPed.
2. Servitt,ptOettti provide partial 'federal 'support for.ptortma of
treatment and rehabilitation which' initiate datonifitation services,
institutional services!, or community based aftercare service.,
3. Project ar4nts.and contracts awarded under Section 410 of P.t. 91-235
authorises e ivrartirq-ii:TORIF to provide a full rinse of drug abuse
prevention and treatment programs.
4. ontrIct provide. in opportunity for individual" addicted to
narcotiC tUge tO volunteer for civil commitment for treatment (Title III)
and allows iddf.ete4 indiViduals charged with violating certain Federal
criminal love to apply for civil commitment in lieu of prosecution (Title 1).

ActomPliehmentS in 1974: :A total of 471 awards were sada. All new wards
were mode under the authority of Section 410 of the DAOT Act and were Short
term in nature one to three years. The major Objective in II 1974 woe
to build 1000411y funded treatment capacity to 05,000 treatment Slot,.
Consistent with the increase in treatment capacity at the community level,
federal patient care provided under the Narcotic Addict Rehabilitation Act
was Meted in VY 1974.

addictive, in 197$1 heed on the current demand, further redeye' funding
to cepted treatment capacity is no longer necessary. funds are provided
to maintain existing federtily funded treatment capacity. No new treatment
*verde will be made. hinds are also provided to support new demonstration
models which demonstrate new and innovative treatment techniques. NAPA contract
fund. are further reduced as a result of the increased number of nommunity batted
facilities. In FY 1975 NIDA will fund 9 new project awards, 56 fortula grant
awards. and 331 continuation ptojeCt awards.

If Continuation funding provided under Section 410 of the Drug Abuse Office and
Treatment Act. _ _
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Alcohol, two Abuse, and Sktntel Realth

Proarsa Purpose and Ackomplishnanto

.Activityl Drug Abuse .._.1111Jakent.- Otani' to !Wes
(Drug Abuse Office end freetnent Mt 411112, Section 409)

1014

111.
S15, 1410e,-611;1 AttIntlregSte"
(35,000,000) Obligations

19);
Budget Retie:aces

at. AMMAI.
--* $13,0A0-MNY

Purpiài These grants wide under the authority of Section 409 of the nA01
t piovide financial assistance to States for planning, wadi:thins, con-.

ducting and coordinating projects for the develop:want of more effective
drug abuse prevention functions in the State and for evaluating the conduct
of such function*.

Funds are allocated to States on the relative population,
financialtal need, and the need for more affective conduct of drug *butte
preventive functions. A portion of the allotment may be tiled to pay a
portion of the costs of adainietering the etate drug abuse prevention
programs.

Accomplishsente in 1974t The goal for 1974 was to have each State and
tervitory operating under an approved Stet. plan. A increased portion of
the' funds will be used by the Static to provide drug abuse Witritai.

Skjectiv0, for 1975: in FT 1975, foruula giants will serve AS the what:ion
throuS1 which the State belling to assume an increasing rasponail.ility for
drug al .s progress including those which had previously been ftmdett through
indivitial categorical'everds. May will be awarded to the States to cover
eLltip'a aspects of drug abuse, e.g. planning,- treatment arviv.s, information
dlrolofeant and reporting, and program adainistration.
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ALCOHOL. DPVC ABUSE, AHD MENTAL HEALTH ADMINISTRATION

Alcohol, Drug Abuse, and Mental Health

Program Purpose and Accomplishments

Activity t Drug Abuse - Management and Information (Public Health
Service Act, Sections 301, 301, and 341).

1 7S
1074 get Estimated

Amount authorisation LW
ICI $130 1, 44;3 Indefinite 298 $15,6 .

INT,0414t. thstiO0 is provided for the overall planning, direction and
coordination of the brug,inetituto's research, rainina, treatewent
and information program..

Evolanotiont This eubactivity provides suppOrt forthe National Anatitut6
on Diva Abut., Including personnel tot ginning, toordinatiOn,Analyidai
evaluation. and Merit administrative istnagesweat. It cupporta the actiiitiee
of the National Nue Abut* Information Propane which collects intonation
on educational 16eources, goverment and private efforts, treateont facilities
and populations **reed in the drug abuts area.

Accomollahkents to PY49744,-te ter 1974 the Institute Strengthened -its
:-

sdminintrative support capacity to assume effective integration and coordination
of ita total dna abuse effort . Pito planned is an expansion of the information
perviCee with the goal of providirg a resource forpolicy and strntelilatudiea,
as welt no serving as 'source of intonation for Orforlance evaluation.

'Objectives for 1 3t Morn viii continua toward achieving ntetalWittegratod
rug gm in °nation program. That system when fully oporitionil viii collect

and maintain War*e and miangement information emanating iron Tilden' *Ad state
41'4 abuse prevention effort; end provide_ periodic end Weill rePOrta and-
analts0s.-f0C. operational planning purposes of all Odors/. saenciol. In addition
basin informational *10 Will Wprovided tO management at tha state, and
Pedant :Levels neenestrY to ensure that drug abuse prOVentioansourcee are beta*
PrOttalmod, allocated, And maintainal in in offectirei officient,4401, and
accountable moaner.. personnel topagad in general program direction rod those
engagod in treatsOnt prop*" einapament viii concentrate more hardly 60 shifting
from in orientation Ofctioie intervention through direct rederal grants for
treatment to one Which prOvidoi technical aneiltOpento regional Offices'and States
in the adminiitntiOn of CloRtIlmkolaVo'travetion propane through formals pats
and/orIevonus sharing to Staten,. Major efforts viii be made CO retina sad further
evaluate Mao to achieve St fully operational training, education, treatment,
evaltiatiOn, and intonation in Loth the federal .014000 sector. .Also, greater
emphasis vill'be plated on progrse evaluation, particularly in the area -of treat-
ment affectivonegs and on the development ofoutreach programa for addicts who
ban not volunteered for traatnent under existing program..
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ALCOA, DAHO Able), AID WHAM. WEALTH ADMII1STRATD1

AlobholA AWAbune. and Mental Health

Program Pur0090 aPOALVEPlAIPtcas

AotivIlv Alcoholism .; peolearck (Public Health Service Act, Section 301 (c) and 303).

Budget

. -...L.=.14APPAu
MOMS AutbOyiaation'

$8,184,000 Indefinite 6 $10,4t*6
13,182,060 Obligations

purpoLL: This activity includes fuhds for intramural and extramural research pro.
grams to find better wayi to treat, control and prevent alcoholiem and alcohol abuse;
to plan and develop programs of basic and elinical'research on the aultiil0 causes
of alvAloliamrand to stimulate, support and conduct biological, Pharmacological, .

beheld:lel and sociological research in alcoholismi

Explanation: Project grants are available on a non-matching basis for expenses
41reetly related to the research project; however, the grantee is required to share
a portion of the project cost. An intramural research program is also supported to
clarify the nature of the addictive procese and to analyse the biolOgical, behavioral,
sestbiochenical correlates of alcoholism in man sad animal.

.

hotel:1410cent* in 1971: In FY 1974, a total of 106 overdo were made including 37
new project.. Priority was given to projects focusing on prevention and treatment
techniquei including studies on the epidemiology of alcoholism, projects identifying
new and premising psycholOgical techniques,' and research into the early identifi-
cation of alcohol problems.

Objectives in 1975: During 1975, the UstiCilte will continue to support projects
having Continuation funding tomtitments. New projects will be developed and sup-
ported in the areas of clinical research, prevention and education), behavioral and
psychological studies, alcohol and driving, and the physiological effects of
alcohol. A total of 202 awards will be made including 129 new awards.-
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ALCOHOL, DRUG ANSE, AND MENTAL SIAM ADNINISTEATION

Alcohol. Drug Ouse. and Men el Health

progrese Purpose And Accost iahmentp

Activity: Alcoholism - 'Draining (Public MealLh Service Act, Section 303)

197'.

Budget
1974 Estimate

Authorleation !ILE. Allount

56,824,000 Indefinite $1,947,000
(12.224,000) Obligations

Purpose.: This activity provides funds to imp.ove the quality of people vorking in
areas of alcoholism and alcohol abuse by trailing personnel for clinical sonde**,
teaching and research; to provide technical t.aintng for ancillary personnel, and
continuing education for existing menpover in the fields of alcoholism and alcohol
abuse.

Explanations Project grants are awarded on a non-matching basis; but the grantee
to required to share a portion of the project costs.

Accomplishments in 1974: In 1974, a total of 50 awards were made, including h
new projects. High priority van given to the establishment of train-
ing center to assure proximity and responsivsless tv State and local training
neede. Other high priority programs Include providing eurrieulum in medical Schoolei
projects integrating a variety Of community tralniag resourCeS, and deve1001AS
training models and demonstrations vith built-In evaluationi and community resource
utIllietion Systeme.

gble,:tivea for 1915 'the institute will provlue continuation funding to the extant
necessary to hOnor prior commitments. It is anticipated that 25 continuation grants
may Le awarded.
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ALCOHOL, DRUG ABUSE, MD MENTAL HEALTH ADMINISTRATION

Alcohol. Drug Abuse. and 'Until Health

Program Purpose and Accomplishments

Activity: Alcoholism - Community Programs . Project Greats and Contracts;
PHS Act, Sec. Uhe, and Community Mental Health Centers Act,
See. 261,

1975
Budget

1974 Estimate

Lal. *241k

- -- $10,051,000

56 05,000

Authorisation Fall Amount

CMHC Act "Sums
as necessary"

If ---

$11,051,000

21;000.000
$ 66056,000
(106,265,000) Obligations

$32,051,000

Purpose; Alcoholism project grants are made to reduce the seriousness, prevalence
and incidence of alcoholism through support of community treatment, rehabilita-
tion and prevention programs, and promotion of programs which demonstrate new or
relatively efficient methods of service delivery to alcoholics.

Explanation: Project Grants and Cootracts supported by this activity are as follows:
Staffing grants are made on a matching basis and support a portion of the material

costs of ovfessional and technical staff in facilities for the prevention and
treatment f alcoholica. Federal participation in staffing costs enables the toe
munity to initiate new or improved services and makes them available while longer term
sources of tinahcial support are being developed.

Grants and contacts are awarded for a variety of programs including demonstration
treatment models, planning grants to States, and projects targeted at reducing and
preventing alcoholics in special populations. Matching funds are normally not
required in these programs.

Accomplishments in 197k: Io 197h, a total of 805 awards including iiole new swards were
made. High priority programs included programs targeted toward special high risk
populations such as Indians, Alaskans, and the poor; projects demonstrating programs
to reduce the number of drinking drivers and also encourage treatment for drinking
drivers; programs treating the drinking worker in the occupational setting; and new
projects which demonstrate innovative techniques with applicants who show a willing-
ness to meet accreditation standards.

Objectives for 1915: The Federal assistance concept has been demonstrated and sub-
stantial results have been achieved. Therefore, during FY 1975, NIAAA proposes to
phase out alcoholism service projects as a'Federally supported program, and concen-
trate its efforts on some new iniatives. These include incentive contracts to profit-
making institutions to organise alcoholism treatment programs in private industry;
planning grants to States to implement the "Uniform Alcoholism and intoxication
Treatment Act"; and for continuation funding of selected high priority treatment
projects which are aimed at special risk populations. A'total of 186 of.these awards
will be made. In addition, continuation awards will be made to honor existing cow.;
mitmente to .5 staffing grants.
lj Legislation proposed to incorporate alcohol project grants and contracts into

Section 31he of the Public Health Service Act.
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ALCOHOL, DRUG Ana, AND NPMTAL HEALTH MititSTRATION

Alcohol, Drug Abuse, and Mental Health

Protean Purpose and Aecompliehmente

dativityo Alcohol - ComptunitY progrape - Ornate to States
(Comprehensive Altobol Abuse sod Alcoholism Prevention, Treatment,
and Rehabilitation Act of 1970, Section 301)

I It
1974

$49,

(75,600,000) (Obligations)

6IM tuLtirkella 1971:301PMiliTie

$45,600,000

Par ea Section 301 of the Coeprehensive Alcohol Abuse and Alcoholism'
Aii et -1970 (Public tiv 91410 authorises formula grants to States for
the planning, estahliehmeet, maintenance, coordination end evaluation of
projects for the development of alcoholism prevention, treatment And
retuoilitetion programs.

ssation1 rods are 'allotted to States on the basis of their relative
pope 1N13i7-tinencial 004 04 the need for a more effeitive prevention
tree' Mont, end rehabilitation prOgram. At the request of any state -a
port on of any allotment shall be evsileble to pay Soil of the cost of
the Aministretion of the stets alcoholism programs.. Plass submitted
by t cotatas must set forth a survey'of need for the prevention and-.
tree sett of SlCohbl abuse and alcoholism, including an'asseeisent of
the ealthjecilitiss needed to provide services.

Mg pliehnent, is 1-74a In 1974, 64X of the funds allotted to the
stet s wets ntitired for direct serviceai The remaining funds mere -used
is f.11owst- Statewide program development 121*. education, training and
prev,ntion. tits evaluation 414 and administrative costi 71,

gut tiro for 107St in 1975, a plea of utilisation similar to that in
rt1.74 it anticipated.-

saislation tuttiorisins this:propos expires June 30, 1974. Additional
suth.rising legislation vill be submitted.
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Alcohol, Drug Abuse, and lentil Realth
Program Purpoeee and Accomplishments

Activity*. Alcohol - Management and Information (Public Health Service
Act, Section 101)303)

1975

Budket Estimate
Pos.Amouet Author motion igt moo at

$16,144.0,000 Indefinite
(14,145,000) Obligation

1410421 To provide overall planning, direction and coordination of the alco-
1olies prevention, treatment, training and research programs; to provide in-
fOrmation serried. for the alcoholism program and adainlitrative support for
the various components of the National Inetitute on Alcohol AbUse and Alcoholism.

Explanation: This subactivity, provides staff support for the National Institute
on Alcohol Abuse Ad Alcoholism which carries out the following functions* 1)
Ploopill, direction and evaluation of alcoholism programs at MIAMI 2) Develop-
ment of Policy guidance and staff direction in such areas as program coordin-
ation and review, research, administrative-management, and manpower and resource,,
development; 3) Serves as a focal point for the national alcohOl abuse and
alcohOlism effort; 4) Provision of professional and technical issisfsnce to the
LItW tagional Offices, State and local goVernments, and private organisations, andi
$) Coordination of the Institute's interagency and intergovernmental alcoholita
pro3rame.

This eubattivity also provides support to the Institutes National Clearing-
houie on Alcohol Information. The missions of the Elearinghouae are to direiO0
public reeognItion of altoholian as an illness for which the afflicted individ
Uhl needs h0101 to orwourage the health 011triol to accept alcohOlise as a medical
and Social Behavioral problem, and to treat the alcoholte as one would any other
Person with an illness; to develop spareness of the properties and
effects of alcohol; and to tAt0tirS0 1 public attitude which will be more ion-
ducive to the responsible use of alcohol. Elnan,,' tt.ie auhactivity provides
support for the ::attonal Center for Alcohol education.

Accomplishments in 19741 The Institute's informatior and education program's
received high priority in FT 1974. Initial efforts Pere devoted to building'
a fOuridatiO of .,.artiness of the naturo and scope of ateohol.related problems
in the inited Stitee. This 1148 been carried out through uich means as public
service advertising, surreys of existing printed materfals and film* on alto
hol, development of general and scientific pulitationo, and produCtion of a
film for junior high and high-school use. In addition, tee National Center
for Alcohol Education provided a model for initiatives and innovations in
alcoholism education.

Objectives for 10S1 to 1975, technical assistance win continue to be pro-,
laded to. States and lotal.governments in development of non-Federal funding
sources for aleoholie0 services, in program development and encouragement
of State, local, public and private groups to expandinn their effOrts in
prevention, education, and treattutot, and it development of innovative pro-,
Arai' directed toward the solution of slcoh91 abuse and alcoholism 14.014200
aeons special tout groups. The national focal points for alcohOX infer
n ation sod education found in the National Clearinghouse for Alcohol Infor-7
e tion and the National Center for Alcohol Education, respectively, will

continue to be developed and expanded. Every effort Mill be made to ensure

that.toforoacloo totood_throosh_041,moft0A0 rottoTO '041q17 1411 be
coosonicated to the field and applied to treatment and iiiintian
sue0orted by Federal, Stet*, and local monies.

.47



Alcohol, DruP Abuse and Mental Health Adn'nlatration

Alcohol. Drug Abuse and Mental Herath

Program Purpose and Accomplishments

Activity,, Buildings and Facilities

1975
1et

1974 Sett144's/At

Amount Authorisation, Poe. Amount

Obligations Indefinite 4260,0400
Budget Authority

Purpose: For construction, alterations and repairs and improvements of buildings
and facilities of the Alcotol, Drug Abuse and Mental Health Administration, including
preparation of plans and specifications.

ixplitattont This represents a nay budget activity under the Alcohol, Drug Abuse
and Mental Health appropriation. Appropriated funds will remain available until
expended.

Accomplishments in 12742 Current year obligations will be reported under the former
parent appropriations, Buildings and Facilities, Health Service and Mental Health
Administration. Balances applicable to ADAMHA programs will be traniferred to this
account as of the close of the current fiscal year. At that time,.tbere will also
be a simultaneous transfer, from this appropriation to that of the District Of Colum-
bia, of those balances allocable to Saint Elisabeths Hospital. .The latter trans-
action relates to the proposed transfer of the Hospital to Diatridt of Columbia
control in 1975.

Objectives in 1975: Obligation of $200,000 in 1975 reflects the planned conctruction
of an animal fence and necessary landscaping at the NIMH research facility, located
at Poolesville, Maryland.

40.*
*or



557' BM-COPY AVAILABLE'

A.I.CmgAt, DaVn AIWSE, AND VENIAL HEALTH ADYINISTAATION

Alcohol, Drug Abuse and Mental Health

Program Purpose and Accomplishments

Activity; ?totter. Direction (Public Fealth Service Atts Settion 10)

1974
1976

auditet Estimates
Aunt authorisation hi. Amen

610,462,lit S9,f01756Y 1Thierrertirr

Outpoot; Thaei funds support staff involved in the overall direction and
management of the Agency.

thelUnetions carried out in this activity include program
plifutiLa and evaluation, program coordination, administrative management
servici.s, and public affairs activities. Also included are operating costs
of Rental mental health, alcoholism, and drug abuse personnel lotated An
the bI1S Reeional Offices. to addition, the Public building Amendment of
1972.(1.1. 92-!111) enacted by Congress, June 16, 1177, established an

. industrial funding method of operations for GSA from which the GSA opeiatiOns,
maintenance and construction is to be funded. The law, in effect requires
each twenty occupying soave assigned by GSA to reimburse the GSA for that

' space. This method of financing is applicable to all space administered by GSA
tegard'ess of whether it is federally owned or leased. This activity is utilitt4
to reimburse GSA in accordance with that Law, and contains a ;torten increase
of $1,!^2,n14 for this program.

Leenbrithatenta tn 1974; Particular emphasis in FY 1974 was given to
evaluation of 6e Agency's information activities and reorganising
into the Alcohol. Drug Abuse, and Eental Health Administration.

Objectives for 1675: The Agency will continue its efforts to evaluate
the eifeetivetes! of ite programs, and work to improve coordination and
collabcretion between headquarters, the regional offices, and State and
local rental health agenetes. Efforts will continue to effectively
administer and achieve the proper coordination of programs among the
three institutes. In eddition, the Agency will evaluate programs to
determine which additional ones should be administered in the DITV regional
offices.

32-034 0 14 36



558

Allocation of Funds for Drum Abuse

Alabama

Formula Grants

1974
Alloqatipps

1975

307 2161$483 ,91 6
1

Alaska 100,000 100,000
Arlsona 241,069 344,083
Arkansas 282,984 401,908
Galifornia 2,149,422 3,067,411

Coloreds 273,661 390,602
Connecticut 306,083 436,078
Delaware 100,000 100,000
District of Columbia 211,453 211,453
Florida 887,167 1,266,270

Georgia 596,588 851,522
Rattail 66 100,000 122,560
Idaho 104,619 134,621
Illinois 1,217,821 1,649,820
indigos 611,290 672,506-

lova 338,627 481,328
Kansas 258,984 369,653
Kentucky 438,812 626,325
Louisiana 499,445 712,867
Mains 132,851 189,621

Maryland 433,141 618,231
Massachusetts 617,521 ' 881,400
Michigan 970,728 1045,319
Minnesota 447,624 638,902
Mississippi 336,923 480,896

Missouri 549,514 784,331
Montana 100,000 126,078
Nebraska 177,662 253,580
Nevada 100,000 100,000
New Nampshire 100,000 131,463

New Jersey 874,347 1,064,698
Now Maxie* 145,922 208,277
New York 1,840,077 2,626,377
North Carolina 672,239 959,500
,North Dakota 100,000 117,323
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Allocation of Panda for Drag Abu.*

Formula Grants

Ohio
Oh/shoos
Oregon
Pennsylvania
PULL* island

Soith Carolina
Soith Dakota
Tennewie
Tessa
Utah

1974
Al lations

;975
Aloations

1

135,073
259,008

10374492
109,192

369,223
100,000
539.485

1,426,749
154,158

1,707,144
478,256
369,688

1,909,028
155,852

526,999
127,502
770,018

2,036,427
211,167

Vermont 100,000 100,000
Virginia 561,952 802,084
VaNhington 383,608 547,531
West Virginia 237,394 338,837
Wisconsin 529,360 755,565

WYosing 100,000 100,000
Ouaa 13,679 19,525
Puerto Rico 417,855 596,413
Virgin islands 10,759 15.356
Maritsa SSW* 4,381 6,251

Trust Territory 16 ,093 20,115

Total 25,000,000

---.--
35,000,000
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Allocation of Funds for Alcohol

Formula Grants

1974
Allocations

1975

Allocations
Alabama $906,851 $800,47
Alaska 200,000 200,000
Arisona 411,656 443,396
Arkansas 508.619 520,488
California 3,925,628 3,953,404

Coloreds 487,723 503,342
Connacticut 568,264 562,975
Delyvare 200,000 200,000
District of Columbia 200,000 200,000
Florida 1,548,183 1,631,733

Georgia 1,087,308 1,097,297
Naval! 200,000 200,000
Idaho 200,000 200,000
Illinois v.. 2,149,246 2,126,007
Indiana 1,124,581 1,124,137

Toys 620,481 622,831
Kansas 474,299 476,346
Kentucky 812,886 807,102
Louisiana . 918,753 918,622
Maine 241,624 244,351

Maryland 794,988 796,670
Massachusetts 1,115,051 1,115,798
Michigan 1,804,708 1,785,446
Minnasota 827,786 821,308
Mississippi 626,413 619,697

Missouri 1,036,612 1,010,713
Montana 200,000 200,000
Nebraska 325,163 '326,771
Nevada 200,000 200,000
Nev Hampshirs 200,000 200,000

New Jersey 1,391,575 1,372,001
Nev Mexico 255,048 268,392
Nem York 3,425,960 3,384,428
North Carolina 1,240,918 1,236.440
North Dakota 200,000 200,000
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Allocation of Funds for Alcohol

!Formula Cranes

1974
fillootions

1975

Allotatiom
Onto 2,240,257 2,199,816
Oklahoma 616,007 616,205
()regal 466,827 476,391
Pennsylvania 2,493,783 2,460,031
*nod* Island 202,830 200,815

South usrolina 677,129 679,106
South Dakota 200,000 200,000
Tennessee 988,869 992,268
Texas 2,580,320 2,624,200
Utah 263,997 272,108

Vermont 200,000 200,000
Virginia 1,042,563 1,033,590
Washington 714,446 705,565
West Virginia 441,501 436,635
Wisconsin 978,442 973,644

Wyoming 200,000 200,000
Cuss 23,849 25,160
Puerto Rico 766,619 768,555
Virgin Islands 16,421 19,788
American Samoa 7,472 8,058

Trust Territory 28,324 25.921

Total 45,600,000 45,600,000
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HEW POSITIONS REQUESTED

muo Apes
NOy ANNUL SAIANJ

Chief, Division of Community Assistance CS-15 1 128,263
Project Manager 0S-15 2 56,526
Medical Officer CS-15 1 28,263
Project Manager GS-14' 1 24,247..
systems Analyst CS-14 1 24,247
Regional Coordinator 88-14 1' 24,24/
Training Specialist CS-lk 1 24,247
Program Evaluation Officer GO-lk 1 24,241
Program Analyst 08.1k 2 48,494
Social Science Analyst G8-13 1 20,617
Training Specialist GS-13 1 20,671
Public Health Analyst 08 -13 2 41,354
Statistician CS-13 1 20,677
Cubtract Specialist CS-I3 1 20,617
Program Specialist 08-13 1 20,617
Assistant Project Manager CS-13 1 20,611
Project Development Specialist CO-13 1 20,671
Auditor CS-13 2 41,35k
Statistician GS-12 1 17,491
Training Specialist GS-12 1 17,497
Public Health Advisor 06 -12 1 17,497
Legal Assistant 08-12 1 17,497
Program Specialist 08-12 1 17,497
Administrative Assistant 0s -12 1 17,491
Statistician G6-12 1. 17,493
Program Analyst 06-11 2 29,342
Social Science Analyst GS-11 2 29,342
Public Health Advisor 08-11 1 14,611
Research Assistant 0S -11 1 14,671'
Program Specialist 06-11 1 14,671
Staff Assistant CS-9 1 12,167
Public Health Advisor 03-9 2 2k ,33k
Auditor 09-9 1 12,167
Administrative Assistant OB-9 1 12,167
Procurement Assistant 08-9 1 12,167
Secretary/Stenographer 06-8 2 22,058
Program Analyst 0167 1 9,969
Statistical Assistant OS-1 1 9,969
Secretary /stenographer 08-7 2 19,938
Education and Draining Assistant 01-7 1 9,969
Library Technician . GS-6 1 8,977
Audit Clerk 08-6 1 8,917
Computer Operator os-6 1 8,977
Fiscal Clerk cs-6 1 8,971
Secretary /stenographer 08-6 1 8,977
Riolaboratory Technician 08-5 I 8,055
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Secretary
Clerktftist
Clerk/t/Piet
Supply Mork
Messenger
Clerk

=0001,

0S-3
mak
00-3
118-3
88-2
OS -2

04-15
06-15
08-114

OB-13
GB-13
OB-12
OB-12
OB-12
08-5
08-14

08-3

3
8
2
1
1

at

Ti

1
1
1
1
1
2
3
1
2
2
1
a
87

824,10
51.584
32,816
6,148

5,682

$1,0 S,

28,263
28,263
24,241
20,677
20,617

318,994

52,41
11,47
16,110
14,896

2441

81,309.609

Health Services Administrator
Medical Officer
Medical Officer
Public Health Advisor
teseach Psychologist
Education Specialist
Social Science Aaalyst
Alcoholics Counselor
Secretary
Clerk /Typist

Clerk/Typist

Total new positions, all activities
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WEDNESDAY, APRIL 3, 1974.

HEALTH RESOURCES ADMINISTRATION

PAYMENT OF SALES INSUFFICIENCIES AND INTEREST LOSSES

WITNESSES

DONALD C. PARKS, ACTING ASSOCIATE ADMINISTRATOR FOR
MANAGEMENT

3013:14: P. BUCKLEY, ACTING DIRECTOR, DIVISION OF FINANCIAL
MANAGEMENT

CHARLES MILLER, DEPUTY ASSISTANT SECRETARY, BUDGET

Mr. FLOOD. Now we have the Health Resources Administration, Pay.
ment of Sales Insufficiencies and Interest Losses. The presentation
will be made by Donald C. Parks, Acting Associate Administrator for
Management.

We will put your statement in the record.
[The statement. follows:]

PROGRAM AMO FINANCING ON THOUSANDS OF DOLLARS)

1973 actual 1974 rat. 1475 at

Financing: Budget authority

Budget authority:
APPropdaUorr
rotators to other accounts:

Haatth professions education fund
Nurse training WO

4,000

2, UT
1,873

4, 000

+2, 250
L750

4, 000

2, 26$
1,732

Appropriation (*Olmsted)

BIOGRAPHICAL Swami or DONALD Cur-arra ?mats

Name : Donald Chester Parks.
Position : Acting Associate Administrator for Management, Health Resources

Administration.
Birthplace and date: Seattle, Wash., June 11, 1933.
Education : B.A., University of Washington, Seattle, Wash., 195145; University

of Alabama, Tuscaloosa, Ala., 195.546; University of Tennessee, Knoxville,
Tenn., 1956; and University of Kentucky, Lexington, 1956.

Exmarryoz

Present : Acting Associate Administrator for Management ; HRA.
1973: Acting Executive Officer, Bureau of Health Manpower Education.
1970 -73: Assistant Director for Administration, Division of Physician and Health

Professions Education, BHME.
1960-70: Assistant Director for Administration, Division of Health Manpower

Educational Services, BEMT.
1967 -$9: Executive Officer, Division of Health Manpower Educational Services,

13EMT.
1966-67: Program Analysis Officer, Welfare Administration, Department of

Health, Education, and Welfare.
1966: Program Planning and Analysis Officer, Welfare Administration, Depart-

ment of Health, Education. and Welfare.
196446 : Executive Officer, Pesticides Program, DREW, P118.
1963 -64: Management Analyst, Division of Radiological Health, BSS-EH,

DUET?, KIS.
196143 : Management Officer, NERHL, Division of Radiological Health, BSS-EH,

DREW, PHS.
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1059-61: Management Assistant, Division of Radiological Health, VAA-EI1,
DHEW, PITS.

1957: Management Intern, Management Advisory Branch, BSS, MEW, P118.
Hon Oradea: Alpha Omieon Pi (Political Science).
Awards: DREW Superior Service Award, 1072; Superior Work Performance,

1963; and Quality Increase, 1968, EEO Award, 1972.
Training: Introduction to Automatic Data Processing, 1963; Modern Ideas to

Concepts of Management, 1901; OSO Management and Organization: Ideas
and Authors, 1965; Management Seminar, 1965; and Brookings Institute
Seminar, 1971, 1972,1073.

PAYMENT OT SALES INSINTICIENCIES AND INTEREST LOSSES

Mr. Chairman and members of the committee : We are requesting $4 million
for this appropriation, the same amount as last year. We have found for the
past 3 years, that this amount will cover the mandatory operating costs that
must be funded in accordance with the Public Health Service Acts and the
Government Corporation Control Act. These operating costs are interest payments
to the Treasury, Interest payments to the Government National Mortgage
Association, and cancellation payments to health professions scheolif.

The Public Health Service Act authorizes the Federal Government to pay the
difference between the Interest paid by the student to his school and the interest
payable by the schools to the Government National Mortgage Association and
to the Treasury. In addition, Federal payment is authorized to be paid to schools
to cover cost of lean'eancellations as provided for under the loan cancellation
provisions of the Public Health Service Act.

These two fundsthe Health Professions Education Fund and the Nurse
Training Fundhave 1968-70 provided $16,163,000 in loans to students in schools
of medicine, dentistry, optometry, podiatry, osteopathy, pharmacy, veterinary
medicine. and nursing.

The students repay these loans with interest to the institutions and the pay-
ments are then repaid to the Secretary for deposit in the revolving funds. How-
ever, as these funds have been in operation only since 1908, repayment of loans
and interest by students remains insignificant, since students do not pay on
loans until education is completed and other deferments are utilized.

In fiscal year 1975, therefore, the $4 million requested will provide for the
following:

(1) Payment to the Treasury Department of $1,874,000 interest on appropriated
funds loaned to the schools.

(2) Payment to the Government National Mortgage Association of $929,000
interest due to holders of participation certificates issued by the Government
National Mortgage Association and backed by notes given to the Secretary by
the schools.

(3) Estimated payment to the schools of $1,197.000 arising from the forgiveness
and cancellation benefits In the act relating primarily to the employment of
graduates in an area of public benefit.

I will be most happy to answer any questions.

Mr. FLOOD. The $4 million for payment of sales insufficiencies and
interest losses, is a mandatory appropriation. Right?

Mr. PARKS. Right.
AUTHORIZING LEGISLATION

Mr. nom With the authorizing legislation for the awarding of
loans under section 744 and 827 of the Public Health Service Act ex-
piring on June 30, 1074, why is there a need for this appropriation in
fiscal year 1075?

Mr. PARES. We participated in sales. through GNMA and those are
long-term notes on which we are required to make payments. In addi-
tion we are required to pay to the Treasury interest on appropriated
money loaned to students which technically could run until 1999.

Mr. FLOOD. What is the legislative authority which permits the ap-
propriation of funds for these purposes after. June 3(1, 19741
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Mr. PARKS. It is a continuing authority within the PHs Act in
section 744(b) relating to health profession schools and in section
827(b) relating to nursing schools. These are special debt servicing
sections and does not relate to the appropriation of money for student
loans.

Mr. FLOOD. I want to have the record show that.
The amount you have requested has remained at the same level, $4

million, since fiscal year 1972. Do you believe that is the maximum
amount required to carry out the provisions of the student loan
program?

Mr. PARKS. This money we are requesting relates only to certain
required interest payments and in no way provides loan moneys to
the students. The money is only to meet those interest cancellations,
and forgiveness obligations of loans made previously.

CANCELLATION PROVISIONS

Mr. FLOOD. Are more students taking advantage of that cancellation
provision in the law by serving in these designated manpower short-
age areas?

Mr. PARKS. Each year a few more are coming in. It hasn't been in
significant numbers. The new forgiveness provisions that were pro-
vided by the Health Manpower Act of 1971 provide a much greater
foregiveness provision. We think there will be a greater rise but it will
not affect these funds too much.

Mr. FLOOD. How much in this request do you have to cover cancella-
tions which stem from these students going to these shortage areas?
Put that in the record.

[The information follows:j
In fiscal year 1975 $1,197,000 is requested for cancellations. Based on fiscal

year 1972 figures 90 percent or $1,185,000 will Cover cancellations due to employ-
ment and 1 percent will cover cancellations due to death and disability.

Mr. FLOOD. Also for the record show how many students took advan-
tage of the cancellation program provision in fiscal year 1973 and
1974. That is all we need from you.

Mr. PARKS. We don't have the 1973-74 figures yet because the
student has to participate for a year at least. We can give you up
to 1972.

Mr. FLOOD. By the time this is printed you might have that.
Mr. PAnits. The regional offices are processing the 1973 figures now.
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[The information follows:]
Student loans can be cancelled for either of two reasons; employment in a

shortage area or due to the death or disability of the individual. The following
table Indicates the number of students for which loans have been cancelled over
a 3-year period.

Imo tot tanaliotion

Year Total students Employment
Death or

disability

1970:
Physicians
Nurses k:

6
S86 57?

6
9

Subtotal 592 577 IS

1971:
Physklans 13 6 7
Nurses 1,796 1,789 7

Subtotal 1,889 1,795 14

1972:
Pbysicians
Nurses ..

2, 730
16

2, 718
7

12

Subtotal 2,746 2,725 21

Mr. FLOOD. Are there questions?
Thank you very much.
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JUSTIFICATION OF THE BUDGET ESTIMATES

?mint of dalas Insuf Wenches and Interest Lanes

Mounts Availably for Obligation

1914

Appropriation

_

$4,000,000 $6,000,000

Estisated transfer to other accounts 1/ 4,000,000 4,000,000

Health Professions Education Food (2,250,000) (2,268,000)

Nurse Training fund (1,750,000). (1,732,000)

1/ Distribution between Health Professions Education Fund and Nurse Training Fund
nay vary due to changing interest rate.

Health Professions Education Fund

Amounts Available for Obligation

1974 1973

Receipts and reimbursements from non - Federal sources $2,186,000 $2,190,000

Transferred from other accounts (satinets) 2,250,000 2,268,000

Unobligated balance, start of year 352,000 127,000

Other unobligated balances, end of year -127.000 - 127,000

Total, obligations 4,661,000 4,456,000

Obligations by Activity and Object

1974 1975 Increase or Decrease

Cancellations $350,000 $370,000 +320,000

Interest 4,311,000 4.088,000 -223.000

Total, obligations 4,661,000 4,458,000 -203,000
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AZPAATIen Or Wan. $00CATIOI, AND MUM

REAM asoutas ADKUNISTAATION

Kure' ?raisin fund

Amount, Amsilsk/4 foribittstioa

1974 1975

Poseelpfs sad taiututsoweats frog aon-rederal IMMO $1,585,000 $1,585,000

lunar :Strad fro, *that accounts (aatisato) 1,750,000 1,732,000

Usobllgated balsam, start of year 344,000 229,000

Otbar pnobligated balaates, sad of year... -229,000 -229,000

jrtol obligationa 3,470,000 3,311,000

t

Obligations by Activity and Oblast

1974 1975 lncroasel or Demise

Csaceilations $825,000 4821,000 +$2,000

1

Intarsst 204$.000 2.490,000 -155.000
1

(total obligations 3,410,000 3,317,000 -153,000

i



1974 Appropriation

1975 Request

670

Summary of Chants.

Net change

$4,000,000

S4000.000

bats Chants from losot
Pos. Amount Pos. Amount

A. lijatt-nc
1. Cancellations --- $1,175.000 +$22.000

Total, increases +22,000

Decreaaeli

A. lyilt-inj
1. Payment to Treasury - -- 11896.000 -moot%

Total, decreases 22)000

Total, net change

Explanation of Chaniss

Increases*

The $22,000 is needed for reimbursements to schools for estimated loan repay-
ments cancelled under section 744(b) and 1127(b) of the Public Health Service Act.

Decreasest

The decrease in interest wed to the Treasury results from a reduction in loans
outstanding.
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Authoris int tat cis tattoo

1971
Appropriation

)411slatioe Authorleed Isnuetted

Public Sealtb Service Act:

Payments to Schools to Cover Certain Costs
Incurred in Making Student Lams from Sorrowed
Funds: .

.

Section 744(b)-- Health professions schools Indefinite $2,268,000

Section 827(b)--Schoole of Nursing Indefinite 1,132,000

Appropriation

Section 744(b). if a school borrows any sums under this section, the Secretary
shall agree to pay to the school (1) an amount equal to 90 per cactus of the loss to
the school from defaults on student loans made from such sums, (2) the amount by
which the Interest payable by the schools of such sums exceed the interest received
by it on student loans made from such sums, (3) an amount equal to the collection
expenses authorised by section 740(b)(3) to be paid out of a student loan fund with
respect to such sums, and (4) the amount of principal which is cancelled pursuant to
section 741(d) or (f) with respect to student loans made from such funds. There ars
authorised to be appropriated without fiscal year limitations such sums u may be
necessary to carry out the purposes of this sub-section.

Section 821(h). If a school of nursing borrows any sums under this section, the
Secretary shell agree to pay to the school (1) an amount equal to 90 per centum of the
loss to the school from defaults on student loats'made from such sums, (2) the amount
by which the interest payable by the school of such sues exceed the interest received
by it on student loans made from such sums, (3) an amount squid to the amount of
collection expenses authorised by section 822(b)(3) to be paid out of a student Win
fund with respect to such sumo, and (4) the amount of principal which is cancelled
pursuant to section 823(b)(3) or (4) with respect to student loans aide from such:
sums. There Are authorised to be appropriated without fiscal year liaicacions such
.111.104 as may be necessary to carry out the purposes of Ole sub-section.
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Poysoot of Solo, Iosufficloodeo sad Interest Looses

II=

budget
Estisati

To CoolcOA
House

WOMAII
Owlets
Allovock APproDWItioll

1968 6250,000 6250,000 6250,000 $250,000

1969 20b,000 200,000 200,000 200,000

1970 957,000 957,000 957,000 957,000

1971 3,083,000 3,083,000 3,083,000 3,083,000

1972 4,000,000 4,000,000 4,000,000 4,000,000

1973 4,000,000 4,000,000 4,000,000 4,000,000

19/4 4,000,000 4,000,000 4,000,000 4,000,000

1975 4,000,000
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Payment 'of Sales Insufficiencies and Interest Lasses

Personal compensation
end benefit.

1974 4.97$ locums, QE DecroilIA
Pos, Amount Jos. _Mount Pot. issOunt

000 el op .0.

Other expenses --- 0.00.000 --- 14,00,M. "'

Total 4,000,000 --- 4,000,400 ---

INTRODUCTION

This appropriation provides for those mandatory interest payments to the
Treasury Department and the Government Netionst Mortgage Association which arise
from operation of the two student loan revolving funds, the Health Professions
Education Fund and the Nurse Training fund. Under the basic legislation, funds may
be loaned to health professions schools and schools of nursing for use by the school,.
in making loans to students, Schools borrowing funds executes note payable for the
amount of the loan. Perticipation certificates (backed by cutse notes) may be sold
to private investors by the Government National Mortgage Association so that the
funds may be replenished. Interest on appropriated funds loaned to the schools must
be paid to the treasury Department, interest must be paid to the private investors,
and paysents must be hade to schools for loan cancellations and forgiveness.

pool Year 1974

The appropriation for fiscal year 1974 for sales insuf'iciences and interest
losses it $4,000,000. Included is $1,896,000 for payment o interest to the, Treasury
Department of $30,336,000 csa appropriated funds lotted to schools during fiscal year
1968 through 1971 to capitalize their student loan funds. also included is
$929,000 for interest due to holders of $14,569,000 of part.elpetion certificates
issued by the Government National Mortgage Association. in addition, $1,175,000 is
provided for payment to schools for cancellations of principal as provided for in
section 744(b), Title VII and section 827(b), Title VIII of the Public Health Service
Act, as amended.

?loss fiscal Year 1975

in floors! year 1975, payment of interest to the Treasury and to tho Government
National Mortgage Association will continue. In addition, students will continue to
take advantage of the forgiveness benefits of the loan fund act.

Title VII, part C and Title VIII, part 8 of the Public Health Service Act,
established a revolving fund from which health professions schools and schools of
nursing could borrow in order to provide loans to their students. Public Low 89-751,
the Allied Health Professions PersOnel Training Act of 1966, amended the Public
Health Service Act to autuoriee the Federal Government to pay the difference between
the interest paid by students to the schools and the interest payable by the schools
to the Government National Mortgage Association and the Treasury.

The fiscal year 1975 request of $4,000,000 will provide the following Federal
payments:

$2,639,000 - -Payment of interest Differential
($1,769,000) -- Health Professions Education Fund
($870,000) - -Nurse Training Fund

12.020 t4 - SI
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$164,000Payment of Insufficiencies
0129,0003Health Professions Education Fund
($35,000)--Nurse Training Fund

51,197,000-141yment of Cancellation
($370,000)--Health Professions Education Fund
($827,000)- -Nurse Training fund

Interest Losses (Differential)

(1) Federal payment to the United States Treasury which represents the differ-
ence between the United States Treasury interest rate and that paid by the schools on
an estinated $29,922,000 (Health Professions Education Fund, $18,668,000 and Nurse
Training Fund, $11,304,000) loaned to schools.

51,874,000Payment of Interest Differential to Treasury
($1,167,000)--Health Professions Education Fund
($707,000)Nurse Training Fund

(2) Federal payment to the Government National Mortgage Association which
represents the S.25 percent interest rate on $14,569,000 ($11,459,000, Health
Professions Education Fund, and $3,110,000, Nurse Training Fund) worth of paper
(pledged notes) held by the Government National Mortgage Association as collateral for
participation certificates sold to private investors.

5765000Payment of tnectest. to Government National Mortgage Association
($602,000)--Health Professions Education Fund
($163,000) - -Nurse Training Fund

Insufficiencies

Federal payment to the Government National Mortgage Association which represents
the difference between the 5.25 percent interest rate earned by the student loan
paper (promissory notes) and the 6.38 percent rate by the Government National
Mortgage Association on $14,659,000 worth of paper (participation certificates) held
by the public.

$164,000payment of Insufficiencies
(5129,000)Health Professions Education Fund
($35,000)Nurse Training Fund

Cancellations

Federal payment to Health Professions schools and Schools of Nursing for loan
cancellations under section 744(b), Title VII and section 827(b), Title VIII of the
Public Health Service Act. These loans are cancelled by either the death or permanent
and total disability of the borrowir or the borrower's willingness to serve in an
area designated by the Secretary as being eligible for loan cancellations.

51,197,000Payment of Cancellations
(5370,000)Health Professions Education Fund
(5827,000)--Nurse Training Fund
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THURSDAY) Ann, 4, 1974.

OFFICE OF TIIE ASSISTANT SECRETARY OF HEALTH

SALARIES AND EXPENSES

WITNESSES

DR. HENRY E. SIMMONS, DEPUTY ASSISTANT SECRETARY FOE
HEALTH

JOHN H. KELSO, DIRECTOR, OFFICE OF REGIONAL OPERATIONS,
PUS

RUPERT MOURE, EXECUTIVE OFFICER, PUS
JOHN C. DRONE, DIRECTOR, OFFICE OF ADMINISTRATIVE MANAGE-

MENT, PHS
WILLIAM E. MULDOON, DIRECTOR, OFFICE OF RESOURCE MANAGE-

MENT, OAM/PHS
CHARLES MILLER, DEPUTY ASSISTANT SECRETARY, BUDGET
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Object Classification (in thousands of dollars)

Identification code 04-37-03674-1-653 1973 actual 1974 eat. 1073 eat.

Direct obligations:
Personnel compensation:

11.1 Permanent positions 8,935 9,552 17,494
11.3 Positions other than permanent.,
11.5 Other personnel compensation

183
110 372

422
147

Total personnel compensation 9, 428
*11.11.

9, 998 18,063
12. 1 Personnel benefits: Civilian 935 978 12,777
21.0 Travel and transportation of persons 239 222 1,207
22.0 Transportation of things 24 24 72
23.0 Rent. communications, and utilities... 656 587 2,005
24.0 Printing and reproduction
25.0 Other services.

298
1,656

162
875

1

17, 613
78

26.0 Supplies and materials
31.0 Equipment

107
25

67
32 257

127

Total direct obligations
We .1.000. ....

13. 368----, 12, 945 52, 299

Reimbursable obligations:
Personnel compensation:

11.1 Permanent positions 44 68 2,152
11.3 Positions other than permanent 52
11.5 Other personnel compensation 12

Total personnel compensation 44 68 2, 216
12.1 Personnel benefits: Civilian 3 7 187
21.0 Travel and transportation of persons I 130 260
23.0 Rent, communications, and utilities 3 5
24.0 Printing and reproduction 28
25.0 Other services 20 10

Contracts 24,455
26.0 &ipelies and materials 1 20
31.0 Equipment 2 so

Total reimbursable obligations-- 48 231 27,231

13,176 79.53099.0 Total obligations 13,416

Personnel Summary

Total number of permanent positions 545 512 968
Pulltime equivalent of other positions 29 33 59
Average paid employment 572 543 1.010
Avenge CS grade 9.3 9.9 10.1
Average GS salary $15,6O1 $17,176 $17,240

Reimbursable:
Average paid employment 3 3 108
Average GS grade 12.9 12.9 II. 5
Average GS salary $22,000 $22, 000 $19,901
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Program and Financing (in thousands of dollars)

Idorkt16ent1o5codo 09-37-03674-1-653 1973 actual 1074 eat.

Pte gram by attivitlea
Direct program:

1. Regional office central staff
2. Program direction and support

services 13, 423 12, 945
3. Professional standards review

organizations

Total direct program 13, 423 12, 945

Reimbursable program:
2. Program direction and support

services 48 231
3. Professional standards review

organizationstrust funds

Total reimbursable program 48 231

Total program costs, funded 1 13,471 13, 176
Change in selected resources (undo:

livered orders) 55
10 Total obligationa 13, 416 13.176

Financing:
Receipts and reimbursements from:

11 Federal funds 48 231
13 Trust funds
25 Unobligated balance lapsing 35

Budget authority 13, 403 12, 945

1975 Mt

7, 253

14,146

30, 900

52, 299

231

27,000

27, 231

79, 530

79, 530

231
27.000

54 29*

I Includes eapital outlay as follower 1973, $23 thousands 1974. $30 thousandl
1973. 1273 thousand.

NOTES
Inelude $29,249 in 1973 For activities previously financed homy

1973 1074
Voids Sartieto Administration Sir 6,140
FoOd and Drug Administration

5 illAlcohol. Drug Abuse, and Mental Health Administration 371
ociat and Rehabilitation Sack( 16,073
ational Cancer Institute i45
'Mond Heart and Lung Institute 77 131
ational Institute of Dental.Research 31 31

National Institute of Arthritis, Metabolism, and Di-
gestive Disease. 63 63

National loatituts of 'Neurological Diseases and
Stroke 63 63

National Institute of Allergy and Iniectious Diseales ri 60
National Institute of General Medical Sciences 44
National Institute of Child Health and Human Drivel-

optnent 73 73
National' gnstitute of Environmental Health Sciences 30
National Library or Medicine g 66
Center for D Control 33
Health Resources Administration 263 565
Departmental management 4,445 5,05

Excludes $6,099 in 1923 for activities transferred to;
Health Resources Administration

1:9911Health Soviet* Administration
OrSes of the Director, NIH 2

Compatible amounts for 1973 ($3,396) and 1974 (36.039) 1111 Included above.
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Budget authority:
40 hpropri ation
41 Tramierred 4. other accounts
42 Transferred from other accounts

43 Appropriation Moiled/
46.20 Proposed transfer for cfriBan pay

raises
46.30 Proposed transfer for military pay

raises

13,1265
282

12,000 52,199

--,-.
12,403 12,000

471

74

52,299

-.

Relation of obligations to outlays:
11 Obligations incurred, net
12 Obligated balance, start of year
74 Obligated balance, end of year
77 Adjustments in expired accounts

90 Outlays, excluding pay raise sup-
plemental

91,20 Outlays from civilian pay raise
supplemental

91.30 Outlay, from military pay raise
supplemental

13,368
1,035

1.214
197

12.945
1,214

1,258

52,299
1,258

12,153

12,992 11,999

828

74

41,361

43
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Mr. ll000. We have the Office of the Assistant Secretary for Health,
Salaries, and Expenses, also known as S. R E. The presentation will be
made by Dr. Henry E. Simmons, Deputy Assistant Secretary for
Health.

We have your biographical sketch here, Doctor, which we will place
in the record.

[The document follows:]

BIOGRAPHICAL SKETCH Or HENRY E. SIMMONS, M.D.

Name: Henry E. Simmons, M.D.
Position ; Deputy Assistant Secretary for Health.
Birthplace and date : Donors, Ps., January 18, 1930.
Education : University of Pittsbuqb, 1951, Bachelor of Science ; University of

Pittsburgh, 1957, Doctor of Medicine ; and' Harvard University, BM, Master of
Public Health.

KIPERIEN cz

Present: Deputy Assistant Secretary for Health ; Director, Office of Professional
Standards Review ; and Clinical Associate Professor of Medicine, George Wash-
ington University.

1070 -73: Director, Bureau of Drugs, Food and Drug Administration.
1908-70: Coordinator for Health and Medical Affairs, Booz, Allen & Hamilton,

Inc.
1064-68: Consultant In Rheumatic Diseases and Internal Medicine, TuftsNew

England Medical Center Hospitals, Boston, Mass.
1001-84 : Private practite, Lexington and Boston, Mass.
1081 -58: Resident In Internal Medicine, TuftsNew England Medical Center,

Boston, Mass.
1958 -61; Intern, University of Chicago Clinics, Chicago, III,
Association memberships : Member of the Board of Governors, American College

of Physicians ; Diplomate, American Board of Internal Medicine Member,
American Rheumatism Association ; Member, American Public Health Assoc!.
ation ; Member, American Society of Internal Medicine ; and Member, Alpha
Omega Alpha.

Dr. Siumoxs. I would like to introduce Mr. Charlie Miller, the
Deputy Assistant Secretary, Budget; John II. Kelso, the Director of
our Office of Regional Operations; Mr. William E. Muldoon, Director,
Office of Resource Management; Rupert Moure, Executive Officer of
the Public Health Service; and John C. broke, Director of the Office
of Administrative Management.

Mr, FLOOD. I see you have a prepared statement here, Mr. Secretary.
You may proceed.

Dr. SIMMONS. Thank you,

OPENING STATEMENT

Mr. Chairman and members of the committee, I am pleased to ap-
pear before you today to present the 1975 budget request for the ap,
propriation supporting those activities directly under the Office of
the Assistant Secretary for Health. This is a new appropriation which
was established as a result of the reorganization of the Public Health
Service. It finances the activities of the regional health administrators'
central staff, the program direction and administrative functions, and
our nationwide professional standards review organization program.
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PROOPANI DIRECTION AND SUPPORT SERVICES

As part of the reorganization of the Public Health Services the As-
sistant Secretary for Health was given the added responsibilities as
the line manager of the six health agencies in addition to the previous
role as the staff adviser to the Secretary, on health matters. In order
to discharge our responsibilities, we have set in place a fundamentally
new management structure necessary to carry out our mission. A staff
of approximately 500 were assembled by transfer of existing program
direction and management personnel. I would like to take a few mo-
ments to discuss the activities of this staff.

Perhaps the greatest contribution that this office can make to the
health activities of this country' is to develop a coordinated national
health program for the Federal Government. With the changing role
of the Federal Government in the health area, it is important that
we develop a national health strategy, that we evaluate our ongoing
health programs to meet the changing needs of our population, and
that we assure that our current programs do not overlap each other.
These functions are the responsibilities of the Office of Policy Develop-
ment and Planning, and the Office of Program Operations. It
through these Offices that we also coordinate our efforts with those of
the Social Security Administration and the Social and Rehabilitation
Service on such matters as medicare, medicaid, health insurance plan-
ning, and development of professional standards review organizations.

Because of the heavy involvement of certain health programs with
other agencies in the Department and the Federal Government, we
have a small specialized staff involved in the areas of population af-
fairs, nursing home affairs, and international health. This group co-
ordinates all of the health activities within the Public health Service
that fall within their program areas, as well as providing a focal point
for dealing with other Federal agencies who have related programs.

Through the, Office of Administrative Management, leadership and
management services are provided to all the health agencies in such
areas as financial management, grants and contracts administration,
personnel policy, and management systems. We have established an
Office of Regional Operations through which we are providing leader-
ship to the over 1,300 personnel in the regional offices.

The 1975 budget includes $14,146,000, an increase of $682,000 over
the 1974 comparable level, to support the program direction and
management support services. All of this increase is required for man-
datory items for the continuations of the 1974 functions.

REGIONAL OFFICE CENTRAL STAFF

One of the changes we have brought about is the establishment of
the regional health administrators as the princinal health officials in
the HEW regional offices. The budget of the Office of the Assistant
Secretary for Health includes the support of the regional health ad-
ministrators and their immediate staff.

In 1975, $7.3 million are requested to support the salaries and related
expenses of the 250 health personnel located in the regional offices.
This staff provides the technical and administrative support and policy
guidance for health programs administered through the regional
(-Aces. Technical assistance and consultation are provided to States,
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local, and community organizations for the planning and evaluation
of a wide variety of health programs, and for the administration of
grants awarded. in the regional offices. In addition, this staff is fro!.
(lucidly called upon to participate with State and local agencies in
the development and implementation of special health initiatives and
activities for the department. The administrative support activities
of this stall enable us to provide the overall management, planning,
and evaluation services essential for the regional health administrators
to coordinate all health functions in the regional geographic areas
under their jurisdiction.

The increase of $1,3-1-1,000 included in this budget for the regional
office central staff is for built -in ,costs for the co:011,14E0w orpssentiat
techniCaLitiid' adMinistratiee services provided in 1974, including
$1,201,000 to be transferred to the General Service Administration for
space rental charges.

PROFESSIONAL STANDARDS REVIEW ORGANIZATIONS

Included in this appropriation are funds for the professional stand.
arils review organization program which is being carried out through
the office of the Assistant Secretary for Health.

As you know, the PSROprotessional standards review organiza-
tionprogram was authorized by the 1972 amendments to the Social
Security Act. It is designed to assure that the medical care delivered
to medicare, medicaid, and maternal and child health program re--
cipients is necessary, of acceptable quality, and provided in the most
appropriate setting. It is a quality assurance program, involving local
practicing physicians in the ongoing review and evaluation of the
medical services delivered by their peers. The concept underlying the
legislation is that peer review at the local community level is the
soundest method for assuring quality medical care and the appropriate
use of health care resources and facilities.

I should now like to review the progress we have made in imple-
menting the program. In March, the Secretary designated 203 geo-
graphic areas in which PSRO's are to be established. The Department
is accepting applications for contracts from qualified organizations
to plan PSRO's, to begin operation of PSRO's on a conditional basis,
and to fund statewide organizations to provide support services to
local PSRO's.

In addition, we are working closely with professional medical orga-
nizations toward the development of appropriate standards of care
that individual PSRO's may use or modify in developing peer re-
view programs for their own areas. And we are arranging for a number
of contractual studies to determine what information and manage-
ment systems local PSRO's will require to carry out, their standard-
setting and peer review responsibilities.

We anticipate by the end of 1975 that agreements will have been
negotiated with approximately 120 local PSRO's. To make it possible
to reach this objective, we are requesting. 316 positions and :457.9 mil-
lion. an increase of 175 positions and $24.2 million over 1974. A total
of $51.5 million of this request will be used to reimburse local PSRO's
and State, councils. The remaining hinds-46.4 millionand all of the
requested positions will be used to provide program support.
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In summary, the budget request for this appropriation is $79,299,-
000, a net increase of $26,256,000 over 1974. Aside from the mandatory
increases of $3,491,000, the remaining increase of $22,765,000 is for
the expansion of the PSRO program. Of the total request of $79,299,-
000, $27 million will be transferred from the social security trust funds
for the PSRO program.

Now Mr. Chairman, if there is any way in which we can further
assist the committee in its examination of the activities and request
for the Office of the Assistant Secretary for Health, we will be pleased
to do so.

Mr. FLOOD. Thank you very. much, Mr. Secretary.

MIDGET REQUEST

You are requesting $52,299,000 for the year 1975. That is a $39.3
million increase over the 1974 appropriation. Is that right ?

Dr. SIMMONS. Yes.

FUNDING THE OFFICE OF THE ASSISTANT SECRETARY

Mr. Rom). In addition to the direct appropriation of $52.3 million,
you are requesting the transfer of $27 million from the "trust funds.
`chat will give the Office of the Assistant Secretary for Health a total
of $79.3 million in available funds for fiscal year 1975, is that correct?

Dr. Sntmoxs. Yes, sir.
Mr. FLOOD. These are what are known as leading questions.
Of this $79.3 million to beravailable in 1975, how much is to be used

in support of the Professional Standards Review Organizations, the
PSRO's? Since I have defined it, we can refer to them from now on
as PSROs.

Dr. SIMMONS. $57.9 million of that total.

PROFESSIONAL STANDARD REVIEW ORGANIZATION

Mr. FLOOD. Will all of.the trust fund money which I mentioned be-
fore be used to support the PSRO program ?

Dr. SIMMONS. Yes, it will be used to support the review activities
of the 203 PSRO's throughout the country.

Mr. FLOOD. How many PSRO's have you funded to date?
Dr. SIMMONS. To date, we have funded a PSRO statewide sup-

port center in your State, the Pennsylvania State Medical Society.
It is the first funded activity in the whole program. We funded it a
few days ago.

Mr. FLOOD. I am not surprised.
Go ahead.

NATIONAL CONFERENCE ON PSRO'S

Dr. SIMMONS. We had a national conference here in Washington
that ended yesterday, and we had 400 people from throughout the
country who were interested in establishing PSRO's. They are now
back in their home grounds preparing the applications to come in for
this funding cycle.

Mr. FLOOD. From how many States?
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Dr. SIMMONS. There were 400 people representing the whole coun-
try. We anticipate that we will probably et more than 100 applica-
tions from throughout the country for this fiscal year.

Mr. FL000. How many do you intend to fund by June 30, 1974?
Dr, Simmoxs. We could well be between 50 and 100 PSROs, condi-

tional and planning.
Mr. Ft.00n. In fiscal year 1975, how many more do you plan to fund?
Dr. Spasms& There are only 203 that we can have in the whole

program, so there would be from 153 to 103 more.

P850 LEVEL, OF SUPPORT

Mr. FLOOD. What would be the average level of support for each
PSRO?

Dr. SIMMONS. Mr. Chairman, that is very hard to know. As you
know, we have never run exactly this kind of entity. We are estimating
that would be between $300,000 and $400,000, on the average, for
PSROs at the early stage of their development. A big

in
in Man-

hattan could cost several million dollars. A little one n Lycoming
County could be much less. On the average, we are saying it could be
between $300,000 and $100,000.

Mr. FLOOD. At what point do you plan to have all the 203 designated
PSROs in operation?

Dr. SIMMONS. That is impossible to answer because it depends
upon Whether the profession will coma forward and request them,
Given the interest we saw that I just mentioned--

Mr. FLOOD. All things being equal.
Dr. SIMMONS. All things being equal, I think there is a very real pos-

sibility that by the -first of 1976 there will be 203 PSROs designated.
They will not be operational, but they will be designated.

Mr. FLOOD. How long will it take for a designated PSRO area to
become fully operational?

Dr. SIMMONS. Allegheny County might be funded as a conditional
PSRO to start. review activities any time within the next 3 to 9
months.

MP:FLOOD:The PSRO area will be the County of Allegheny?
Mr. Simmoss. They could be conducting PSRO review in from 3

to 9 months because they are already doing work similar to this, you
see. The State of Utah probably will be operational in the next month
or month and a half.

STATE SUPPORT CENTERS

Mr. FLOOD. In that case, would the State be the area
Dr. SIMMONS. No. The State of Pennsylvania will have a State-

support center that provides common technical/administrative re-
sources to the 12 PSRO's throughout the State.

Mr. Fi.000. You mentioned Utah. Under the circumstances, the *hole
State there would be actually the operational area I

Dr. SIMMONS. Right.
Mr. FLOOD. For obvious reasons, Pennsylvania will have a dozen or

more PSRO's. However, the State setup would be supervisory, in a
sense?

Dr. Simmoss. The support center.
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WILL PSRO's BECOME stlx-suerowritto

Mr. Ft.00n. Will these PSRO's be able to support themselves after
they become operational?

Dr. Stuarorts. In which way do you mean, Mr. Chairman? You mean
can they do everything that needs to be done themselves?

Mr. Flom It appears that the Federal Government will bo supply-
lng a pretty long-term support to the program. I would like to know,
will one of these PSRO outfits be able to support themselves after
they become operational, not all of them, but one?

Dr. Simmorts. They never can achieve that status, because they
charge no fee for their service. In other words, they are not in a fee-
for-service system. They are providing a service which determines how
we are going to pay the other $24 billion fonded through mediearej
medicaid and other funds through national health insurance, if we get
it. There is no fee charged, so they cannot pay for themselves.

It is clear to us that they will certainly pay for their costs in the
benefit they bring to the public and the profession. I do not know how
you put a dollar value on it.

ANNUAL COST OF PSRO PROGRAMS

Mr. nom After all this is done and we have all these 203 desig-
nated PSRO areas operational, what do you estimate the annual cost
of maintaining the program will then be?

Dr. StiktmoNs. I cannot honestly give von a good answer to that.
Mr. noon. Of the top of your head, within reason, an educated

guess.
Dr. Simmots. I would say about $100 million, possibly. It depends

a lot on how the data systems that currently exist get inteexated into
the program. That is a great deal of what final cost will be.

We intend to build on what exists, so we could well keep it at ap-
proximately $100 million.

USE OF EICISTINO DATA SYSTEMS

Mr. FLOOD. That is true of so many different programs in this long-
haired, flat-heeled hardware. You cannot do anything about it, of
course.

Dr. SIMMONS. Yes, we can.
Mr. noon. How I
Dr. SIMMONS. We can absolutely insist that the 203 PSRO's do not

try to reinvent the wheel and we won't let them. We will require
them to use existing systems.

Mr. FLOOD. You, within reason, will control the system.
Dr. SIMMONS. Yes, I think it is a very sensible program,lmt you are

talking to a pretty biased observer.
Mr. FLOOD. I mentioned before, when I came in, that I had been

at Defense Apnropriations. When these computer things first started
to come out, all this fancy hardware

'
we began them, you know. The

first ones we set up were in Defense. The first one I saw was about as
big as this room. You had to climb up on a ladder. Green and red
and yellow lights went on It did everything but play the Star Span-
gled Banner every time you pushed the button.
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Now they are just as big as this table. You buy all this fancy hard-
ware, and it is delivered on Saturday. Then on Monday the salesman
comes around and says, "Now we have a new generation. Everything
you bought is obsolete."

Don't get trapped in that. Because, of what you have to do with the
PSRO's over the long run, it will be so easy to .pet trapped Into this
new hardware which is so essential to you. It is your heart's blood.
Watch that.

Dr. &mums's. We have built right into the PSRO manual, which
we published just 2 weeks ago, that PSRO's will not be allowed to
buy new data systems.

Mr. FLOOD. That will do it. That should do it.
Dr. SIMMONS. It could be a terrible waste if many new systems

wore installed.

NEED FOR LOCAL PHYSICIAN SUPPORT FOR PSRO'S

Mr, Fizon. Ont in the provinces, they do not know this, you know.
When Dr. Edwards testified here a few weeks ago, he told us that

in order to receive support, a designated PSRO area must win the
support of the practicing physicians in the area.

Dr. 81313f0N8. Correct,
Mr. FLOOD. SUITOSO the physicians in the area decide not to support

ithis PSRO, what do you do in that situation ?
Dr. SIMMONS. The legislation already passed speaks to that. It

says if that does not happen by 1)76, the Secretary may set up some-
thing else.

I personally doubt that that is going to be the case any plaeet because
there is too much advantage to the profession in the program for them
to ignore it, I think that is what will happen.

CONSUMER INVOLVEMENT IN PSRO'S

Mr. FI.00D. Will the local PSRO groups involve consumers and the
health care professionals from all levels of the health deli4ry system
in the PSRO structure?

Dr. SIMMONS. We have, recommended in the manual that each PSRO
board include consumers in its membership, but the way the legislation
is written, the actual review and standard-setting is reserved exclu-
sively to professionals.

Mr. FrPoo. Do yon think it important that consumers and health
professionals other than M.D.'s participate in the PSRO program?
It would appear to us that the involvement of other health profes-
sionals in this PSRO system is certainly necessary in order to effec-
tively correct this problem within the whole. health care system so they
can be fidetpliltely represented.

Dr. SINIMONs. Thet is built in, too. For instance, the dentists, podia-
trists. chiropodists, nurses, physical therapistsanyone who delivers
eye has to he in an advisory capacity to the PSRO to evaluate the
services that they render. That is built into the legislation and our
planning.

So, a dentist evaluates a dentist ; a chiropodist, a chiropodist ; an
optometrist, an optometrist, as long as that is a covered service under
medicare/medicaid.
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The final judge is built into the legislation as the PSRO, but they
must listen to the advice of those paraprofessionals and other profes-
sionals who provide the care. This is a fair system, I believe.

NATIONAL STANDARDS FOR CARE

Mr. noon. Will you set national standards of acceptable care in
order to assure a more effective use of the dollars that are to be ex-
pended for this health care?

Dr. Sumo Ns. No we will not. The legislation speaks very clearly
to that. It says the PSRO criteria must be set by the local area. In other
words, 203 PSRO's decide what their standard of care is to be.

NATIONAL PROGRAM

But the national program has the responsibility, with its advisory
council, to let PSRO "A" know that PSRO "B" is getting the same
result you are with much less morbidity and mortality and with less
use of resources. What is the difference, They then have to study the
reason why and change, if there is no acceptable mason. In fact, you
would be interested, Mr. Chairman, that Dr. Virgil Slee, who runs a

_huge system in Michigan that is nationwide, the PAS system, collect-
ing data from over the country% which has been In existence 15 years,
tolls us that if the Eastern region of the United States kept people
the same length of time as the Midwestern region for the same age,
the same diagnosis and sex, there would be a $5 billion difference in
health costs.

That is one of the things that needs to be explained as this program
goes on Why is the same disease treated differently? If there are good
reasons, fine. If not, one of them should change.

That is one of the advantages of the PSRO after it becomes opera.
Clonal. It will identify and do something about this.

BUREAU OF QUALITY ASSURANCE

Mr, FLOOD. We had the Health Services Administration up here tes-
tifying on their budget, They requested support for an activity they
called "Quality Assurance," which has 224 positions and $6,774,000 in
fiscal year 1975. They told us that they were involved in this PESO
program in establishing medicare and medicaid quality of care stand
ards. Is that correct?

Dr. SIMMONS. Yes; that is correct.
Mr. FLOOD. If they are involved in this PSRO activity, then why is

there a need for 175 new jobs in your office for the PSRO program?
Dr. Simmoss. There are two different kinds of things they are

doing. That Bureau of Quality Assurance and its programs set health
care standards for the whole medicaid and medicare program includ-
ing the renal dialysis program. It sets standards for the hospitals and
nursing homes in the country. It sets standards for the independent lab-
oratories of the country. Also, it is involved in all the payment deck
sions in medicare/medicaid, and maternal and child health. The staff
of the Bureau of Quality Assurance not only set these standards but
help to insure that the standards are implemented by working with
the State agencies which survey and certify these health care institu-
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tions. This is a part of the standard-setting activity which is in addi-
tion to the professional portion of the service for which PSRO itself
is responsile.

That is an institutional service, a facility kind of standard-setting,
Including the renal dialysis program. PSRO is the professional service
standard-setting activity.

NEED FOR NEW POSITIONS

Mr. FLOOD. If you were to get these additional 176 jobs, you would
have a total down there of 816 people working in the PSRO pro-
gram, plus the 224 they were talking about in the Quality Assurance
program. It appears you will have 640 people working on this medi-
cal care standard-setting activity.

Dr. SIMMONS. Yes.
Mr. FLOOD. Tell me how the 816 people in your shop, in your com-

mittee office, will relate to the 224 people you have in the l3ureau of
Quality Assurance, in this same business, the PSRO standard-setting
funct

Dr. SimmoNs. It is not the same kind of standard-setting. The Bu-
reau of ,Quality Assurance is responsible for the standards in over
12,000 nursing 'homes, intermediate care facilities, skilled nursing fa-
cilities, 7,000 hospitals all of the laboratories, all the renal dialysis
programs that are about to be set up, and reviewing all the regulations
under medicare/medicaid that have to do with physical standards
other than the medical professional standards that PSRO is involved
in.

So, it is a standard all right, but it is a different spectrum of the
standards.

PSRO itself talks about the professional service rendered and the
standard and evaluation of that. It is two different things. They are
similar in that th AV are all standards.

RESPONSIBILITY FOR rsito ACTIVITY

Mr. FLOOD. You have heard about Flood's spies over in Defense.
:f get all this information from all sorts of places. I understand that
the Bureau of health Insurance, over in the Social Security A.dinin-
intration, will have responsibility for the day-to-day management of
the PSRO activity. Is that right

Dr. SIMMONS. No; it is not,
Mr. Plum Well, that's bad. I was going to ask you how many pea

pie are going to be assigned to that. I thought I had you over a barrel.
iThere is something the matter with my spy system, I guess.

Dr. SIMMONS. No. They are just misinformed.
Mr. FLOOD. That is what I mean.
Dr. SimMONS. Or else we are paying them more than you are.

PSRO POSITIONS IN REGIONAL OFFICES

Mr. FLOOD. That is something else. It was a good try, anyhow.
How many of the 316 PS110 jobs are going to be assigned to the

regional offices?
Dr. Sistmoxs. 180. There are 30 out there now.
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TECHNICAL ASSISTANCE

Mr. FLOOD. How much of the PSRO budget will be spent to provide
technical assistance to the PSRO's

Dr. SIMMONS. A great deal of it.
Mr. Ftoon, How much of the budget will be earmarked for that,

'What kind of technical assistance is provided, and by whom is it
provided?

KINDS OF TECHNICAL ASSISTANCE TO 11611018

Dr. Santo Ns. The kinds of technical assistance vary from educating
the physicians and the public about PSRO, helping them develop a
plan for review of care, helping them develop methodologies from re-
viewing care, helping them set the standards, helping recruit profes-
sional reviewers, helping provide common administrative systems, by-
laws, information systems that they need, and then helping them in the
actual coordination, one PSRO to another.

So, it is technical, administrative, professional kinds of assistance
from "How many secretaries do you need and what should they be
doing?" to 'What kind of professionals do you need?" and what review
mechanism they are to use to see whether that care was rendered ac-
cording to standards and should be paid for It is the whole range of
kinds of teehnical assistance.

Mr. Fuson. You have two different kinds of groups. You have the
eager beavers, and then you have the ones that will drag their feet,

How muoh of this kind of help will be provided through the so-called
contract system I

USE OF CONTRACTS

Dr. Simmox.s. Up until July of this year, we will be proceeding only
on contracts. We want to switch to agreements after that because it is
something we can get done faster and .more efficiently. We are not
geared up to use the agreement mechanism right now Until the end of
this fiscal year- will use contracts exclusively.

Mr. noon. What is the average dollar amount of a technical assist-
anee contract I

Dr. SIMMONS. The Pennsylvania support miter is a quarter of a mil-
lion dollais. The average PSRO in the early conditional phase we
think will be about $300,000 to $500,000, depending on the size and the
area they are going to review. That is a very rough estimate of the cost

STAFFING OF REGIONAL OFFICES

Mr. FLOOD. In 1975, you are requesting $1.253 million to support 250
positions in the regional offices. Is this the, total of the new federalism
thrust in the health area, or will there be other positions in the regional
offices concerned with health program?

Dr. Simatoxs. Yes; there will be, out of the individual programs
within the agency, of course. For example, under the comprehensive
health planning program, under the PSRO program, and under the,
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maternal and child health program, there are regional people. Each
of these Washington programs have positions out there to handle the
re onal element of their operation.

hese positions are not included in our figure, which counts only the
immediate staff of the 10 regional health administrators.

Mr. lkoop. What will be the total number of the health staff in the
regional setups I

Mr. Si 10101413. About 1,400.
Mr, FLOOD. For the record, will you provide the total health staff in

the regional offices, by program, for fiscal years 1971 through 19751
Dr.Simmorls. All right.
Mr. Chairman, that will be difficult under our current---
Mr. now. I do not care about that That is your headache.
Dr. SIMMONS. 01C. just wanted to be candid with you Because of

the wav we are organized
Mr. FLoop, You can see why I want the years, 1071 and 1975. Sure,

it will be tough.
[The information follows t]

32-020 0 . 74 . j,
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REGIONAL OFFICE STAFF
F ,Y7T071-7=117X1rs t ima t ed)

LjalOffieCeReior

1971 1972 1973 1974 1975,

215 260 250 250 250,

Alcohol Druglouse ap4
Untal Ilea at AdMiffistration 86 100 125 125 125

Health Resources Administration:
Comprehensive Health Planning - 24 24
Health Manpower 61 61 69 . 270 270
Health Care Facilities 61 47 60 63 63
Regional Medical Programs 10 10 -
Health Statistics

25

Health Services Administration:
COmmunIty Ikalth Services.* 163 182 224 312 312
Maternal 4 Child Health 77 77 77 48 48
Family Planning Services 35 SO 54 67 SS
Professional Standards Review

Organizations 30 130
Health Service Corps - 70 50 Sir
Health Maintenance Organizations SO 65
Emergency Medical Services 25 25
l)nergency Health Services 19 55 20

Center for Disease Control:
Disease Control 48 49 52 53 53
Environmental Health Services 33 10 10 10
Occupational Safety and
Health 45 29 29

TOTAL 775 924 1056 1406 1534

" Includes Medical Care Standards Activities
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DECENTRALIZM PROORAW3

Mr, now. You state in your justifications that the regional health
administrators, MIA's, are responsible for more than 40 decentralized
health programs. Again for the record, we want a list of those de-
centralized programs, indicating to what extent, if any, the regions
have responsibility and authority in their own right for making grants
and contracts without the central office, Washington, making clear-
ances under each program.

(The information follows:1

rizciormilvto HEALTH PILOOSAlte AND ExTENT or RSOIONAL OrSICit MITI:1001T

The following programs are fully decentralised with all authority for approval
And funding delegated to the regional health administrators:

Comprehensive health planning--Areawide grants (814 (b) ).
Comprehensive health planning--Grants to States (814 (a) ).
Comprehensive publie health servicesFormula grants (814(d)).
CriPPled children's services (formula grants).
Crippled children's services (project grants).
Dental health of children.
Family planning projects.
Health care of children and youth.
Health facilities constructionGrants.
Health services developmentProject grants-014(e)).
Intensive Infant care projects.
Maternal and child health service (formula grants).
Maternal and child health services (project grants).
Maternity and infant care projects.
Migrant health grentil- _
Health facilitiee construetionLoans and loan guarantees.
Mental health Alcohol formula grants.
Family health centers.
Chitdhood lead-based paint poisoning control.
Urban rat control.
Disease control project grants.
Arta health education centers.
Physicians assistants.
Operation MODI/10
Grants for training in family medicine.
The following programs are partially decentralized with all responsibilities

delegated to the regional health administrator except for a legislatively mandated
requirement for National Advisory Council review:

Mental Health ; Hospital improvement grants ; hospital staff development
grants; community mental health centers; community mental health centers,
construction; and children's services.

Health professions construction grants, loans, and interest subsidy.
Nursing construction grants, loans, and interest subsidy.
Dental health continuing education training grants.
Nursing special projects.
Health professions financial distress.
Special health career opportunity grants.
Health professions special project grants.
Dental TEAM program grAnts.
Grants for conversion of 2year schools of medicine.
The following programs are partially decentralized with a): responsibilities

delegated to the regional health administrator except for the final calculation
of the grant award:

Health professions capitation ; student loans ; scholarships ; nursing student
loans ; and nursing scholarships.
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REGIONAL OFFICE ORGANIZATION

Nfr. noon. Also for the record, let us have an organization chart.
Wo want an organizational chart, of a typical regional office. What
kind of animal is it? What does it look like?

(The information follows:]
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Mr. FLooe. When you give birth to one of these things around here,
we must. do this. Believe me, this is a record that 1011 be read and
you have an audience waiting for the questions I have just asked you
and the answers you are to prepare for the record.

PROORAM DIRECTION AND SUPPORT SERVICES

Mr. lk000. You are requesting $14 million and 607 positions for
program direction and support purposes.

Also for the record, we want a breakdown of that by functional
area. By that I mean planning, accounting, et cetera, the positions,
the jobs, and the dollars, and, of course, a brief description of the
services performed for Oath area.

(The information follows:]

OFFICE OF THE ASSISTANT SECRETARY FOR HEALTH

Immediate Office (19 positions), $502,000:
Function: The Assistant Secretary for Health is the principal adviser and

assistant to the Secretary of DHEW on health policy and all health-related
activities In the Department. He Is responsible for the direction of the
health agencies of the Department, for providing leadership and policy
guidance for health-related activities throughout the Department, and for
maintaining relationships with other governmental and private agencies
concerned with health.

Office of Administrative Management (263 positions), $8,798,000:
Function: Advises and assists the Assistant Secretary for Health and the

Executive Officer of the Public Health Service on internal management
issues, priorities, and policies. The offices which constitute the major ele-
ments of the Office of Administrative Management include:

Office of the Director (14 positions), $4(4,000:
Function: Provides leadership, coordination, and review of health-wide

policy and programs involved in financial management, personnel manage-
ment, management systems and studies, and administrative management.

Office of Resource Management (140 positions). $3,848,000:
Function: Serves as the principal resource within the Public Health

Service on all phases of financial management inherent in the operation
of the health agencies, directs an integrated operational planning process
for health activities, serves as focal point for overall policy and &eat
management of contracts and grants activities, and serves as the Pen,
cipal resource on all phases of facility management affecting the health
agencies.

Office of Personnel Management (53 positions), 0,441,000:
Function: Serves as the principal adviser In Health for personnel man.

agement and training activities, provides leadership and direction of the
personnel management programs embracing the Commissioned Corps and
Civil Service personnel, and coordinates personnel management activities N.>f
the health agencies with other governmental agencies.

Office of Organization and Management System (48 positions), $1,305,000
Function: Serves as the principal adviser on all health organization and

management activities, develops healthwide policies for organization, com-
puter, and management systems, and reviews major agency management Vs-
tents, procedures, and activities in terms of overall effectiveness and effi-
ciency.

Office of Policy Development and Planning (76 positions), $2,270.000:
Function : Serves as the principal adviser to the Assistant Secretary for

Health concerning the development of a national health policy; coordinates
health policy development and research, planning, and program evaluation
activities of the Public Health Service; and provides overall guidance for
policy analysis and research, planning, and evaluation activities throughout
the health agencies.
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Office of Program Operations (30 positions), $802,000:
Function: Serves as ale principal adviser to the Assistant Secretary for

Health concerning the resolution of operating problems and monitoring im-
plementation of program policies and objectives, Analyses the medical and
scientific aspects of health programs, assesses the implications of current
policies, and reviews and recommends approval of new or revised policies
and regulations when needed.

Office of Regional Operations (85 positions), $1,055000:
Pt:action: Serves as the principal staff adviser to the Assistant Secretary

for Health on matters pertaining to the operation and management of re-
gional offices, Ineurea implementation of health programs, policies, and
operational guidelines to the re,giona, and serves as the focal point for man-
aging healthwide decentralization activities.. Provides an overview of the
leterrelated activities of the health ageneies conducted at the regional level.

Executive Seeretariat (24 positions), $484,000:
Function Assigns, controls, and coordinates communication flowing

through the ()Mee of the Assistant Secretary for Health, follows up on ac-
tion items that result from meetings of the Assistant Secretary, establishes
procedures for preparation of written correspondence, and manages a rapid
communication system between the Office of the Assistant Secretary and the
health agencies.

Office of Public Affairs (10 positions), $801,000:
Funetion: Serves as the focal point for major public affairs activities of

the Public Health Service and provides overall coordination of the public
affairs responsibilities of the six health agencies.

Office of International Health (22 positions), $6$8,000:
Function: Provides assistance and guidance oh the international health

activities of the Department, ,prepares analyses of selected international
health policies and programa for the Department of State, and maintains
liaison with institutions and organizations involved in International health,.
matters.

Office of Population Affairs (10 positions), $280,000:
Function: Ad:0es on program, of national Importance in the fields of

population dynamiee, fertility, sterility, and family planning, and coordi-
nates and directs population and family planning activities within the Pub-
lic Health Service and other agenciet: of the Department.

Office of.Nursing Nome Affairs (13 Positions), 8884,000:
Function: Serves as the departmental focal point for managing nursing

home affairs and directs and coordinates nursing home activities to both the
health and nonhealth agencies.

Office of Drug Abuse Prevention (4 positions), $180,000:
Function : Serves as the principal departmental contact with other goy-

ernmental units dealing with drug abuse issues i receives, refers, and follows
up on requests from other Oovernment agencies.

Office of. Equal Employment Opportunity (7 positions), $202,000:
Punetion: Serves as the principal adviser to the Assistant Secretary for

Health on all equal employment opportunity matters, develops and recom
mends for adoption health agencyvdde equal employment opportunity policies
and goals, and provides leadership, direction, and technical guidance to the
health agency equal employment opportunity °Ricers.

Office of Health Legislation (5 positions), $145,000:
Function: Coordinates and directs legislative matters affecting health

activities of the Department and the Public Health Service and provides
liaison services between the Public Health Service and the Assistant Secre-
tary for Legislation.

Mr. FLoon. In the recent reorganization you are going through, you
transferred several million dollars from the agenciesNational In-
stitutes of Health, IISAinto your office for centralized administra-
tive support.

Tell me which services you now provide the agencies that they no
longer will perform for themselves.



596

Dr. Smairoxs. We establish, overall Public Health Service policy
for the six health agencies in areas such as: planning, budgeting, ad-
Ministration, health strategy, evaluation, grants policy, and overall
coordination among the Public I tea lth Service agencies.

Mr. Frx-xln. On the one hand, there is considerable discussion about
decentralization, the greatest thing since sliced bread. On the other
hand, you collect all these people into one office and all these operations
that they no longer will do for themselves, but you are going to do.

I want to be sure this is nailed down, because somebody will ask me.
Dr. SIMONS, The reason it is hard to answer the onestion, Mr.

Chairman, is that every entity has to do sonic planning. Every entity
has to do some personnel work. There are levels of detail at which
that is done. In a 40,000-man organization, there must, be a big, broad
plan and an agency plan.

Mr. Ftkon. You are restating the question. I know that. That is why
I asked you the qnestion.

Do any of your people want to add to what you have just clad ? I
would like to hear something now, if anybody wants to add to it. I know
about the phrase, "Never volunteer." We would like to know. This is a
new thing.

For the record, yon can take a look at it and develop it, That will
concern a lot of people. Why do you want to decentralize to regional
offices and at the same time give all these jobs back to "Big Brother"
and then he will do what?

[The information follows:]
The overall rote of the Assistant Secretary for Health is to develop a coordi-

nated national health program. Health strategies must be developed that are
responsive to the changing Federal role and to the health needs of the Nation.
The Office of the Assistant Secretary for Health is also the focal point for deal.
ing with other Federal agencies, providing the technical and administrative sup-
port and policy guidance for health programs administered through the regional
offices, evaluating the ongoing health programs to meet the changing needs of
our population, carrying out the responsibility as the line manager for the six
health agencies, and serving as the staff adviser to the Secretary on all health
matters. In addition, many of the functions previously performed by the agen.
des are now performed by this office such as, establishing pdides in grants and
contracts management, personnel management, budget formulation, and plan-
ning development.

With regard to the role of the regional offices, the 250 positions listed under
the Office of Regional Operations in the Office of the Assistant Secretary for
Health, are physically located in the regions. The overall role of the staffs in
the regional offices is to bring Oovernment closer to the people that It actually
sc.ves, and to simplify the award of grants and contracts. facilitate interagency
coordination of program activities, and provide the day-to-day administration
of programs while at the same time maintaining an ongoing relationship with
States and local health officials, communities, and health care providers.

Mr. FLOOD. Mr. Patten.

SOCIAL SECURITY AMENDMENTS

Mr. PArrEx. I haven't any questions. I do not want to go over the
ground that we debated when we amended the Social Security Act.

But you have a responsibility under which we may end up with so
much quality, nobody will get any service.

I remember around 1931, after we passed the older citizens welfare
bill under the Federal Government, which helped people over 65 or
over 70 years of age, we solicited a lot of our friends to open up a lit-
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tie nursing home. Usually it was some large house and took in 12 or
15 people and served the purpose very nicely. Put someplace there Was
a fire, and the State legislature made a rule then it had to be fireproof,
had to be brick and steel, Now instead of talking about some widow
using a hotise to take old people in that were viiable to stay home, what
we called a nursing home, you need $1 million for a little facility with
all of the improvements.

liV6 had a lot of women used to help their neighbors, come in the
house, and generally we called them nurses' aides. They had no di
ploma; they didn't pass a State examination.

My recollection is we had a lot of women that would come in for $5
a day and was a big help to the family, but then we legislated that
out of business because we didn't get quality.

The net effect of quality was a nursing home service up to like $200
a week in my area, $175 a week. If you want to put Pop in a nursing
home,.you have to be wealthy. Other people are not allowed because
they _violate the laws.

Mtn we passed a bill that nurses' aides had to be licensed and pass
an examination, we just kept a lot of wonderful women out of the
market, because at their age and background, they weren't going to
take a State. examination. They helped the family and did the laundry
and washed the patient and other things the nurse's aide would do,
and they would be illegal.

I am a little afraid in establishing these regional offices to insure
quality, we are going to have the difference between an old Model T
FordI had a lot offun with it, but it didn't cost $1,400. But with all
the power steering and automatic brakes and television and air-condi-
tioning and climatic heat control, it costs me $12,000 to buy a car. I
think I had more fun with the old Model T that had no windows or
anything. You just put on an extra sweater in the wintertime.

I know a lot of people did a wonderful job in the thirties helping
others when they needed care, and I am not so sure all of the improve-
ments were good.

We tore ourselves apart in my area and ended up in court trying to
pick our organization for the regional review. It was quite "a donny-
brook, and it lasted quite a while.

I am wondering what the next step is going to be on quality control,
whether we are going to end up with a Cadillac and not be able to use
the Model T which is within reach. Your work is cut out for you.

I don't know if you heard me say I was in the State legislature for
8 years in the fifties, but my county grew from 100,000 to 600,000 in
the postwar period, but we still had the same number of undertakers.
The undertakers by controlling the State board made sure that there
was not another undertaker licensed unless somebody dies.

I pleaded with our State nursing board to allow a nurse who had
worked 10 years in the hospital with very good service, and at that
time you didn't need a State examination, and after her husband died,
she wanted to go back and probably be a school nurse, and they told
me she woaldn't be qualified because she wasn't a high school graduate.

I find these things tend to narrow the market,
Around my way when it comes to medical help, I can't find a gen-

eral practitioner. Everybody wants $50. They are heart specialists
or gland specialists, They are not even eye doctors or dentists any
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more; they are ophthalmologist or orthodontists, I don't know wherewe are going.
It seems Co me many of these things are wonderful in quality, and

the only thing wo have done is restrict the availability of some servicesat a reasonable cost to a large number of people.
So I hope in your quality control and desire to deliver quality medi-cal care as you review your nursing homesyou said there are prob.

ab,1Y.12,boo.. I think you said about 6,600 will meet the
quirements for skilled nursing..I can remember when there were 12people in Mrs. Madden's home out in Avenel, and the nurse didn'thesitate to bring a glitttS of milk or feed a patient once in a while.

Under our new rules that nurse is not allowed to feed the patient.
She just must do nursing. So this put a problem for Mrs. Maddenwith her 12 old-timers, added to the payroll,

I can tell you the women I know are out of business because offire laws because of quality control or other big improvements. Itjust strikes me we have eliminated a lot of wonderful people who
gave a lot of service at cost within reach of many a family.T am interested to see what these regional groups are

ng
to do.I have a feeling that the PSRO's, loaded with talent, willbe upgraded professional standards and that will mean higher pricesand limited service, and the general public won't be as well off asthey were before. Anyone who gets the service will be riding in aCadillac and have no model T For

I hope you proceed modestly. We don't have to ow it all atone time. 1)o i chow
gradually. Don't close up 500 nursing homes. Be alittle lenient and don't listen to all of those professional eriera. Think

of the public, be a consumer's man when von set these standards.
I can given you specifics. I know a Negro minister who had two

nursing homes and after a big fire somewheres the State came in and
they were closed up. But the poor souls in his wooden frame buildings
were not wanted in other places, and when the sign went up $125a week they were eliminated and no longer in the system and theydidn't get any care.

I hone at the Federal level here we are not all big leaguers. Keep
these little nursing homes in business and keep a let of wonderful
people giving medical care and don't let them kick you around for
that snecialist and supreme service and everything else.

I don't agree with all of this reform. I am shaky about this thingof your having Federal quality standards on the grounds that thepeople you meet idealistically and correctly would love to see a betterservice.
Do I make a fair statement based on your own knowledge that asa result of the new fire laws requiring all brick and steel a lot of peopleare out of the nursing home business who hardly made a living out ofit? They are eliminated, A lot of wonderful women went in and cookedthe meal for the old man and wash the dishes and takecare of a patientand delivered a baby and all. In my State today it is illegal. If youget a nurse for a patient you end up with for $70 a,day

top professional rates. Nurse'S aides are very limited. It is hard to findthem. I know a little something about the neighborly list I saw thatwas of good quality.
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A number of things change. I am not always for reform. I hope in
your role you don't get so high class only the fellow who can buy
Cadillao are going into the nursing home and get some of these medical
services.

Do I make my point?
Dr. SIMMONS. Certainy Mr. Patten It is hard to disagree that you

always havelobeeardit litimproving things, or else it doesn't work,
The sad thing is that in some of the terrible nursing horTie tilt-W(11W
we have had, the improvement wouldn't be very expensive. A smoke
door costs $700, and 12 or 18 people wouldn't have burned to death. A11
of the important improvements aren't necessarily, expensive, but they
have to make some sense. You have to be careful. Improvement may
hurt more people than it helps.

Mr. PATTEN. I have no more question&

DECENTRALIZED HEALTH PROGRAMS

Mr. Com& For decentralized health programs, it is hard to see how
responsibility is going to be divided between regional offices and the
agencies to which appropriations are made. Will you describe the
relationship both as to poliey and actual program management?

Dr. SIMMONS. Many health programs have been decentralized tor
quite a number of years, in which the fundamental responsibility of
the central office has been the development and evaluation of national
policies and priorities with the regional offices responsible for program
implementation, Recent efforts under the Department policy of decen-
tralization have been directed to defining further these responsibilities
through a careful analysis of specific program functions and deter-
mining the proper location of responsibility between headquarters and
the regional offices. In relation to total Federal health programs, we
also recognized the need to clearly establish a capability to provide
overall PS direction, management, and coordination of an increasing
variety of health programs from the several health agencies that are
carried out in the region, For this reason, with the PHS reorganiza-
tion, we strengthened the` role of the Regional Health Administrator
as the principle health official in the region, reporting directly to the
Assistant Secretary for Health with authority to direct and control
PHS regional components and resources.

Extensive Interaction between headquarters and regional offices is
necessary in order that each can effectively implement their relevant
responsibilities. The regional offices must provide input to the central
offices for policy and program development,Used on their experience
in program implementation and greater awareness of local situations.
By the same token, the central office agencies must provide clear guid-
ance to the regions on national policies, regulations and priorities as
well as the resources that will he made available to the isgions for
implementation of specific program expectations.

We are engaged in many activities to facilitate more effective work-
-Ing relationships between the regions and central offices. The Office of
Regional Operations was established as a staff office to the Assistant
Secretary for Health to assist him in all matters pertaining to the
operations of the PIIS regional offices. This office is working inten-
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sively with the agencies and the regions in the development of a new
system called the Regional Health Administrator's work program.
This system will provide a vehicle for: The agencies to provide timely
and consistent guidance to the MIA's on all national policies and pro-
grams for regional implementation; the ItIIA's to plan the coordi-
nated use of all PITS programs in the regions; and monitoring and
feedback on program accomplishments and identification and resolu-
tion of specific issues, lit addition to this formal process for improving
interaction between central and regional offices on major decisions re-
garding policy directions and resource allocations, the more informal
line of communication between central and regional program counter-
parts will be continued to assure the necessary exchange of

i
program-

matic and technical information that is vital to each in the mplemen-
tion of their related responsibilities.

Mr. Colin. Are all regional office staff responsible to the Office of
the Assistant Secretary or only the "core" staff t If the latter, what
are the problems of having regional office staff reporting to agencies,
while.the heads of the regional offices report to the Office of the As-
sistant Secretary

Dr. SIMMONS. Health staff located in the regional office are respon-
sible to the Regional Health Administrator, who in turn is responsible
to the Assistant Secretary for Health. Positions are budgeted in several
appropriations which support the many decentralized health
programs.

In this regard, the "core" staff is budgeted in "Salaries and expenses"
for the Office of the Assistant Secretary for Health since these
staff support overall regional office operations including programs now
funded by several of the health agencies. Authority for the implement
tation of decentralized health programs is delegated from the As-
sistant Secretary for Health to the Regional Health Administrator, in-
cluding full responsibility for the total regional office health staff
required for program operations in the regions. This authority and re-
sponsibility to direct the overall management of PITS regional office
activities was clearly established in the recent PITS reorganization.
This classification of roles is intended to provide the most effective
management of resources and a mnre responsive administration of
health activities of the population served by the region. I might men-
tion that there is one exception for the management of FDA field
activities. All authority for the implementation of FDA programs is
delegated from the Assistant Secretary to the Commission of the FDA.
This is because of the unique nature of these programs in the enforce-
ment of laws, requiring immediate and direct access of the central
office to the nationwide network of the FDA.

AVERAOE SUPPORT FOR PSRO

Mr. CoNTE. What will be the average support for a PSRO and for a
State PSR Council,

Dr. SimmoNs. Experience with prototype PSRO planning has been
limited to date. The experience of the existing medical care review
organizations, coupled with the PSRO legislative requirements, indi-
cate that it shall cost approximately $50,000 to support the design of a
formal plan for assuming the duties and functioning of a PSRO.
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Actual prototype PSRO experience is relatively limited to date. A
few medical care review organizations are now in operation, but none
are operating as the legislated PSRO's will operate. However, these
organizations, when coupled with the PSRO legislation, do provide
some "benchmarks" against which to estimate average costs of PSRO's.

The average budget for the that conditional year will vary consider-
ably. from as low as $100,000. to_as.high WSOQOAQ4), with an average
cost of about $300,000. The lower funding levels wiliiiiiistirtbose
organizations in their early development stages, with funding progres
sively increasing coincident with the initiation ur review.

With the limited experience to date it is estimated that the average
cost of a State PSR Council will average about $200,000.

EVALUATION OF PSRO

Mr. CONTE. How much are you budgeting for evaluation of PSRO
performance and what plans do you have for evaluation programs?

Dr. SIMMONS. The strategy for the evaluation of the PSRO program
is now being_developed by our staff. Until this strategy is completed it
would be difficult to furnish you with a realistic estimate of its cost.
We will furnish you with the 'plans for the evaluation program, as
well as our best estimate of its cost, as soon as they are developed.

TECHNICAL ASSISTANCE TO PSRO'S

Mr. CONTE, What resources do you have for providing technical
assistance to PSRO's I Isn't this such a new kiild of enterprise that
we have little experience or expertise to draw on i'

Dr. Sim/4mi. Technical assistance will be provide to the PSRO's
from a number of different sources. DHEW realizes that a strong pro-
gram of technical assistance is vital to the success of the PSRO pro-
gram. We plan to have technical assistance for PSRO's from a number
of sources.

The PSRO's will be assisted by both central and regional office per-
sonnel from DHEW. A number of extensive training sessions have
been conducted to orient regional office Staffs in the operations of the
PSRO program. In addition, one person in each of the 10 DREW
regional offices has been identified as the focal point for all PSRO
activity. That person will be responsible for coordinating PSRO
activity, assisting the PSRO's in the region, and acting as liaison be-
tween the PSRO and DREW central office.

Statewide support centers will be established under contract to
stimulate and support the development and operation of the PSRO
program and the local PSRO's in a manner consistent with the legis-
lative intent and the policies of the Secretary. Support centers could
thus provide professional, administrative and technical support to
assist local PSRO's in carrying out their standard setting and peer
review responsibilities. Contracts with support centers would be let
on a competitive basis and the tasks to be performed under all con-
tracts and subcontracts would be subject to our approval. We will
also let contracts to develop models that the local PSRO's may modify
and use as appropriate to their particular situation. These models in
elude criteria, accounting systems, review systems, data systems, et
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cetera. These models should greatly reduce the duplication of expense
and effort for the local PSRO's.

To supplement these contracts and our own staff we will identify ap-
propriate consultants that have demonstrated particular expertise in
subjects related to PSRO activities. Those consultants will work with
us and the local PSRO's to see that the PSRO activities are carried
out in the most effective and efficient manner possible.

We also plan to fad tnuttilywof "oonttacts to" train persons inYolved
in ?SRO activities. These training programs will include both phy-
sicians and administrativI. personnel. Such training is necessary that
the PSRO's are operated in an effective, efficient and somewhat uni-
form fashion.

The PSRO program is a major new initiative, but while the avail-.
able expertise and experience is limited, it does exist. We have at-
tempted to draw from the experience of the federally funded Experi-
mental Medical Care Review Organizations (EMCRO'9, and of other
medical care foundations and organizations involved in peer review.
We have also drawn from the expertise available within the medical
community.

ASSESSMENT OF COMPREHENSIVE PLEALTII PLANNING EFFORT

Mr. Com. The justification mentions an assessment of comprehen-
sive health planning efforts in 1974. Is that available? Will you sum-
marize the major findings? Did that assessment feed into planning the
administration's new health planning legislation?

Dr. SIMMONS. The site assessments of the 66 State comprehensive
health planning agencies and 162 areawide comprehensive health plan-
ning agencies in the planning phase have not yet been completed. As
of April 1, 1974, 25 State agencies and 127 areawide agencies were
assessed. A final analysis of findings on all agencies assessed by June
30, 1974 will be submitted to the Secretary by the end of this summer.

The assessments did not feed into the administration's proposal on
health resources planning. The overall goal of the site assessment is
to determine an agency's status in terms of a series of performance
standards which were developed for State and areawide compre-
hensive health planning agencies.

COOLEY'S ANEMIA

Mr. CONTE. On page 196 several areas are listed in which the Office
is coordinating health agencies' efforts. The one area not even men-
tioned is Cooley's anemia, despite specific legislation. For the record,
will you provide a detailed description of present efforts in that area
and of the Office's role in coordinating them and developing new ef-
forts?

Dr. SIMMONS. Cooley's anemia legislation concerns: (1) Research ;
(2) screening; treatment, and counseling; and (3) development and
dissemination of information and educational materials. Responsibil.
ity for implementation of the research portion was assigned to the
National Institutes of Ifealth (NIH). NIH research, apart from basic
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studies in blood diseases, is concerned with an Immediate need for fur-
tiler clinical investigation directed toward better therapy, especially
in reference to development of a now iron chelator and transfusion
therapy.

NTH has assumed responsibility for administration and funding to
develop an effective and inexpensive small scale pilot program to screen
for thalastemia trait and. esnmsding of those with the condition. The
specifications of the work to be performed the being-
developed, It is expected that it will be possible to award a contract
to begin work early in fiscal year 1975, and that a period of approxi-
mately 2 years will be required for the first phase to be completed.
Prom this effort, the major question to be answered is whether a mass
screening program of the kind should be considered for the Nation.
These will be problems of mutual interest to NIH and Health Services
Administration (MA). The responsibility for the development and
dissemination of information and educational materials is with HSA.

The Office of the Assistant Secretary for Health is presently coor-
dinating Cooley ;s anemia activities, which are being carried out by

and those in the process of being developed by HSA. The staff
not only monitors the research and delivery components of this pro-
gram, but also makes certain that the knowledge acquired through
research of the sickle cell anemia program, and from other similarly
related diseases are properly utilized in this e, ffort.

TRAINING PROORAMS FOR NURSING HOME EMPLOYEES

Mr, Corm Why are training programs for nursing home employees
being run out of the Assistant Secretary's office instead of one of the
agencies!

Dr. SIMMONS. The Office of Nursing Home Affairs, Office of the As-
sistant Secretary for Health, provides overall guidance and coordinates
efforts of all of the activities related to the President's 1971 initiatives
for nursing home improvement which are being implemented in the
PHS agencies and regional offices. Specifically, the Health Resources
Administration, is responsible for an annual budget of $1.8 million
which is all directed toward training provider personnel of nursing
homes. Another $300,000 is managed by the Alcohol, Drug Abuse, and

whichHealth Administration, which focuses primarily on the psycho-
social aspects of the care provided by nursing home personnel. The
Office of the Under Secretary has recently proposed the organization
of divisions of long term care in the Office of the Regional Directors.
Responsibility for stimulating training opportunities to meet special
needs of nursing home employees in each region would be delegated to
that unit.

PUBLIO AFFAIRS ACTIVITIES

Mr. CONTE. How much of the requested budget for program direction
and support services will be spent on public affairs

br. Sim twin'. Of the $14446,000 requested for program direction and
support services, $301,000 is required to support the 10 positions as-
sociated with the public affairs functions.
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INTERNATIONAL IMAM mom

Mr. CONTE. What are some specific international health efforts you
plan for 19761

Dr. SlasstoNS. Internatiml health efforts planned for 1976 will as
in the past, be aimed at complementing the domestic mission of this fie-
partment. It is also intended that DREW will intensify its activities

----involving coordination of the input of U.S:Gonirrituttit agen-etartateh--
as State (including the Ageney for International Development), Com-
merce, Agriculture, the Environmental Protection Agency, et cetera,
into the entire international health field. .

We anticipate an increase in our bilateral collaborative activities
with such countries as the Arab Republic of Egypt, India, Japan,
Mexicg, Pakistan, Maud, and the Soviet Union. In some of these
countries, research conducted by local scientists will be financed by
U.S.-owned excess currencies (PL 480 funds). In other -countries,
cooperative research programs aro being earned out through joint
agreements between DREW and local Ministries of Health. A lim-
ited number of specific examples include: cancer, heart disease,
environmental health and arthritis with the Soviet 'Union; occupa-
tional health, rehabilitation, neurologieal and psychiatrie disorders,
food and drug health problems, infectious diseases and health services
delivery with Poland: research into nutrition in India; research into
hepatitis in the Arab Republic of Egypt and food and drug activities
with Japan.

In response to requests from the Agency for International Develop-
ment, we are providing technical assistance to several countries in the
development of their health planning and health sector analysis.
Information and experience gained through this process provides a
valuable feedback to the domestic health activities of the Department.

The Office of the Assistant Secretary for Health is responsible for
developing U.S. input into the activities of the World Health Orga-
nization (WHO), and, hence, provides analyses and evaluation of
the programs conducted by that Organization. This process, aided
by the input of the Department of State, helps to ascertain that U.S.
contributions to the World Health Organization are effectively uti-
lized, as well as assisting the Organization to be responsive to health
needs worldwide.

Mr. FLOOD. Thank you, gentlemen. Good luck. You are going to
need it.
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JUSTIFICATION OF THE BUDGET ESTIMATES

OFFICE 07 THE ASSISTANT SECRETARY FOR HEALTH

Salaries and Expanses

1974 1975

Applopristioll $11,11:t00 ss2710000Proposed supplemental for pay costs 943,00
Subtotal, adjusted appropriation

12,045,000' 32,299,006

Comparative transfers to

"Food and Drug Administration"
Transfer of administrative support for
Commissioned Officer Personnel

.

function.

-41,000

"Health Services -4,100,000
transfer of administrative suppOrt
for EqUel Employment Opportunity,

Legislation, Administrative Management,
lereonnel Management, Procureeent,
Fiscal service', and Commissioned
Officer Pereomnel functions._

"Indian Health"
- 205,000

transfer Of administrative support
for CoMmissioned Officer PersOnnel
'function.

"Preventive Health Services - 73,000
transfer of administrative support
for Commissioned Officer Personae/
function.

"Office of the Director, HU" -155,000
Transfer of administrative support
for Commissioned Officer Personnel
function.

"Alcohol, Drug Abuse, and Mental
Health" -42,000

transfer of administrative support
for Commissioned Officer Personnel
and Employee Health Program on
Alcoholiel functions.

"Health Resources" -2,013,000
transfer of administrative support
for Equal Eaploysent Opportunity,
Upward Mobility, Committee Management,
and Comaission0 Officer Personnel
functions.

110211 0 14 HI
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aaLnabliig,
1974

Asviood
Cooperative transfers from

---#Pood andlteug Administratiom -.626,000
Transfet, If administrative support
for Admig,t,strative Management,
Program operations, Equal Employment

. ,Opportuniry, Policy Development
and Plannia, and Executive
directiOp functions.

"Health Services"
Transfer of administrative support
for Ragiotial Office Central Staff,
Policy Development and Planning,

:Populatioti Affairs, and Regional'
!operation functions.

4Praventive ealth Services"
Transfer administrative support
for Admia trimly* Olanagement,
Regional perations, and Inter-
national Health functions.

6,447,000

108,000

"National (Pincer Institute" 193,000
"National Heart and Lung Institute 71,000
"National Institute of Dental
Research" 31,000

TNati4nal Institute of Arthritis,
Metabolism, and Digestive
Diseases" 63,000

!National Institute Of Neuro-
logical Diseases and Stroke" 63,000

"National Institute of'Allargy and
Infectious Diseases" 60,000

"National Institute of General
Medical Sciences "., 44,000

"National Institute of Child Health
and Liman Development 13,000

"National Institute of Environ-
mental Health Sciences" 30,000

"National Library of Medicine" 66,000
"Office of the Director, NIH" 83,000
Transfer of adminietretive support
for Administrative Management,
Policy Development and Planning,
and Program operations functions.

"Alcohol, Drug Abuse, and Mental
Health" 413,000

Transfer of administrative support
for Administrative Mansgement, and

, Regional operation functions.
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Amounts Avellable for °halation /

1974

WW1
"Realth Romourcss" 289,000
transfer of administrative support
for %qua) EmpiOysent Opportunity
and Ragiomal operations functions.

"Otparteental Hamagemeat
Tranafer of sdaiaistrative support
for tstoutive Secretariat, Program
oPorstion, Policy Developasat and
tlansias, 2810 activity, Executive
direction, population Affairs,
Personnel Mnagement, International
Rea1th, and Nursing Was Affairs
funiqtons,

5,211,000

1975

"Social and Rehabilitation Service " A6.075.000

Subtotal, budget authority 36,161,000 52,299,000

104444416 and reisbUrsemsats frost

"Trust funds"

Total, obligations

t6.715.000 27.000.000

33,043,000 79,299,000

It Excludes the following amounts for reimbursable activities WU'S
out by this' accounts 1974 - $231,000; 1975 - $231,000.



1974 Rstimated obligations
197$ tosiated obligation*

Net 6460

Incroasell

A.

1.

2.

3.

4.

S.

6.

7.

8.

Summary of Chant**

Within grad* foetuses
Annualitettei of new 1974
positions
On extra day of pay
DOW Working Capital Fund
coats
PHS Service and Supply
Fund coats

Annualisation of October
103, pay coat*
Service, Lease, And Users
Charge
Intro/me in the telephone
rates

Subtotal

$33,043,000

+11:1111i;

kas roolte frOi 3444i
1,21. mem hi. mega,

1111

0111.0

Om.

MIN
4..01

110.011

=MOO.

wo.
W.*

=HERM

.1.111101B

0
11

10.11.01.

+$330,000

+1,448,000
05,000

+29,000

+56,000

+334.000

41,201,000

+38.
PM .40 elms. ell+3,491,

3. Programs
1. Professional Standards

Review Organisations 141 433,670.000 +I75 +22.763000

Total, net change +17$ +26.256.000



1973 hem.* o
PAO Sal, !stigma Dscrealt

tittegional Office central
roe. Amount Poo. Amount Poi. Aatouat

staff 230 0,909,000 250 07,253,000 +81,344,000 Al

-----M Program diroctiO0
Support services $07 11,464, iirT

198 Professional stand-
ards review
organisations 141 33.670.000 316 17,900.000 +173 +24.231,000 1/

total obligations..., 898 53,043,000 1,073 79,299,000 +171 +26,236:000

,,EgaLktu2moLsa,ante0 (hv activity)

A) The total increase of $1,344,000 for Oda activity is for
mandatory items.

D) Tho total looms, of $682,000 for this activity is Or
mandatOry

0) A total increase of $24,230,000 is isquastad:for'thia
Of this imoint cover mandatory items, 019,863,000
villa upP90 about 70 nem Professional Standard, 00400 014400s-
tiopt 0000110.i0 Professional Standards 1001, 004
couccilg end support contract*, and 82,900,000 m111 support 175
new positions for the expamdmd Ps20 WWI"
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Obligatioqn by °blot%

1974

Whim
1975

Estimete

Increase
or

Decants.

Totel number of pormanent
mpositionstrirririii1714'.

Pulltime tquivalint of 411
other positions

Average number of 811
employees

698-

58

900

63

1,072

+S

+172

Personnel compensations

Permanent positions $15,755,000 619,576,000 +$3,823,000

Positions other than
permanent 379,000 474,000 +93,000

Other personnel compensation 142 000 __102,01100
Subtotal, personnel
compensation 16,276,000 20,211,000 +3,935,000

PersOnnel benefits 1,625,000 1,957,000 +332,000,

Travel and transportation of
persons 1,075,000 1,337,000 +262,000

Transportations of things

lent, communications and
utilities

62,000

706,000

77,000

2,030,000'

+15,000

+1,124,000

Printing and reproduction 170,000 188,000 +18,000

Other services 1,215,000 1,506,000 +293,000

PrOject contracts 31,675,000 51,540,000 +19,865,000

Supplies and materials 110,000 146,000 +36,000

Equipment 129,000 305,000 +176,000

Total obligations by object 53,043,000 79,294,000 +26,256,000
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Significant Items in House end Senate
Appropriations Committee Reports

---74074 Seost Report

Office of the Admiaibtretsr

The Senate wes Concerned
that too *any positions were
transferred to this account for
the support of the Assistant
Secretary for Health. Therefore,
the Senate allowance reduced
the request and House
allowance of $14,304,000 to
412,000,000.

fiction taken or to Its tAta

legislation

The reduction of 42,3040000 in the
Health Services and Mental Health, Office

of Adeihistratitia Appropriation vats
achieved by elisineting 4493000 of .

program increases originally included in
the budget estimate' and discontinuing
the funding of 49 positions and $1,809,000
for the folloving activities; tort clsisto
processing, the Parkleva library, fiscal,
procurement sod supply sarvices These
Activities are not staff function* for the
Assistant Secretary for Health. The cost
of these activities will be financed- .

through the PHS Service and Supply had
snd billed to those progress being served
by these activities.

Authorieitie Legislation

Social Security Act

Title XI, Pert S r- General
Provisions and Profes-
sional Standards Review

19/3
Appropriation

Authorised requested

Indefinite 530,900,000
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Office of the Asoistast Secretary for Health,
Salaries sod Sxpessee

ita

Budget

Estimate
to Connell*

House
41lowasce

Senate
Allovaaco Appropriation

1965... $6,214,000 56,2141000 86,214,000 46,214,000

1966... 6,648,000 6,648,000 6,648,000 6,648,000

1961... 8,207,000 8,069,000 7,648,000 7,858,000

1968... 9,087,000 8,358,000 8,358,000 8,358,000

1969... 9,073,000 9,073,000 9,073,000 9,073,000

1970,.. 9,898,000 9,898,000 9,898,000 9,898,000

1971... 12,636,000 12,616,000 12,636,000 12,636,000

---4472::: i2,497;000 12,497,000 12,497,000 12,497,000

1973... 20,519,000 20,519,000 20,519,000 20,519,000

1974... 37,627,000 37,627,000 30,323,000 35,323,000

Supple-
mental. 945,000

1975... 52,299,000
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Office of the Assistant Secretary for Health

1973
Increase or

1973 crew
Poi. Amon Poi, Amount Pop. Ampopt

+94,267,000

+21.989.000

+26,256,000

Personnel ceapsn-..
mitten and
benefit. 898

Other expenses

$17,901,000

35.142.000

1,073

---

922,168,000

57031.000

+175

Total 898 53,043,000 1,073 79,299,000 +175
t

Viernal Office
Central
Staff 250 5,909,000 250 7,253,000 ....

2. Prosran
Direction and
Support
Services 507 13,464,000 507 14,146,000

3. Professional
'Standouts 14,4V
01140/S4...

tlone 141: 33.470.200 316 57.900.020 40
Total 898 33,043,000 1,073 79,199,000 +175

+1,344,000

4682,000

+24.2304,0P0

446,216,000 .

C4A4V41 Spktement

This appropriation provides 04PPOrtrfor the adainistratiVe staff of the
ten 14140001. Health Adainistratore, staff for the gaiietent Secretary for Health,
and 4140,1000 necessary for the vaiotenance of the nationwide professional
standard* rev*, organisation activities. The 4601041,At Secretary for Health
is the Wocipal advisor to the Secretary en health Policy and all hieltb-H
rotated activities for the Departeent, and is responsible for the direction of
the Public Health Service health agencies. Ns provides leadership and
policy guidance fps health-related activities for the people of the Watson,
and for reistaininS relationships with other governmental, privet' agencies,
and sone international health orniaisatione concerned with health and health-
related setters.
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Regional Office Central Staff

1974 1975
Increase or
Decrease

Poe. Amount Poe. Amount Pos. Amount

Personnel compensa-
tion And benefits 250 $4,948,000 250 $5,091,000 +$143,000

Other expenses 961,000 - -- 2.162,000 +1,201,000

Total 250 5,909,000 250 7,253,000 +1,344,000

The staff supported by this activity is located in the ten regional
offices. 'this activity supports the immediate office of the Regional Health
Administrators, the principal health officials in the regions, who are
responsible to the Assistant Secretary for Health. The Regional Health
Administrators determine regional health policies, set priorities, goals and
objectives for the regions within the scope of national health policies. They
administer more than 40 decentralized health programs and activities funded
by appropriations of four of the six PHS health agencies. Technical
assistance and consultations to State, local and community organizations to
improve the delivery of health services is also provided through the
Regional Offices.

In 1974, the Regional Office Central Staff continued to provide the overall
management capabilities necessary to administer the decentralised health program
in the ten Regional Offices. Further decentralization of health programs during
1974, including major health manpower activities, has placed greeter responsi-
bility on the central staff. Currently there are some 6,000 grants totalling
$1.4 billion being awarded and administered in the regional offices. In 1974, the
special responsibility,of the central staff to administer the Comprehensive
Health Planning Program included an intensive effort to assess the performance
of all area-wide Community Health Planning Agencies and to provide direction and
assistance to improve their Operations where necessary, The central staff also
participated in establishing the Professional Standards Review Organizations. A
major undertaking in 1974 was the participation of the central staff in the
reorganization of regional health activities. This reorganization will give the
Regional Health Administrators the structure needed to support their expended
role as principal health officials in the regions and provide for more effective
direction, management and coordination of decentralized health programs.
Emphasis will continue to be placed on improving coordination with State and
local health agencies, development and implementation of regional plans for
achieving national health priorities and strategies, and working with the HEW
Regional Directors in coordinating all nzu programs in the regions.

The primary focus of the Regional Office Central Staff in 1975 will be to
make management and administrative improvements which will enhance the regional
office capability to effectively implement their responsibilities as the opera-
tional arm of the Public Health Service with regard to decentralized programs.
This will include continuing activities in effectively implementing the
reorganization initiated in 1974. In addition, new procedures in operational
planning and resource management will be implemented which will place major new
responsibilities on the central staff. This overall system, known as the
Regional Health Administrators Work Program, will provide a 'structured process
by which, (1) the regional offices will receive earlier and clearer guidance
on goals, resources and expectations consistent with national program objectives;
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(Wthey viii have the opportunity to sold theta wise of prograsmetie objectives
.-'.1140 in overall resional, health response Which considers the particular haelth
Okla of the resist; end (3) there Viii be consistent soniterfoi of 10ifilefoo
to assure ispleventittiOu of objectives as sell as necessary redirection of efforts
respoaeiVe to Chansinceltuations. This viii he done In close coordination with
the health agency's headquarters personnel to assure accosplishaent of
Citeaorical Orestes objectives within the context of an latearatid health strater,
in the *West.

An interns of 41,344,000 is required to provide for mandatory costs for
vithin 'trade itictieees effective durias the year, $63,000i annutlisatiOn of the
October 1973 pay ratite, $64,000; one extra day of pay, 414,0001 and $1,401,000
to be transferred to the General Services Administration for space rental charges,
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Program Direction and Support Services

1974 1975
Increase or
Decrease

Amount IalguAt poi. AmOunt

Personnel compensation
and benefits 507 $11,162,000 507 $11,721,000 4$559,000

Other expiates

Total 507---13;464,000 507 14,146,000 --- +682,000

This activity supports the Office of the Assistant Secretary for Health.
It provides staff support for the Assistant Secretory for guidance, leadership
and direction to the Public Health Service Agencies on all health and health-

. related activities, including research and development; education and training;
organization financing and delivery of health care services; provision of pre-
ventive health services; and protection to the public fro, Ofleafe,feelak_drelle,___
and .

In .1974 the Administration effected a reorganisation of health activities in
the Departsent to more effectively meet the health needs of the Nation. The
effectiveness of the reorganisation requires a well balanced mansgement Stiff for
the Office of the ASsistant Secretary for Health (OASH). to provide this staff,
positions were transferred into the OASH as follows: 254 frOm the Office. of
the Administrator appropriation of the former Health Service and Rental Heolth
:Administration, 142 positions from the Departmental Management appropriation
which had been serving the Assistant Secretary for health, and 111-from various
health programs within the Public Health Service.

This activity includes staff and related costs for the Immediate Office of
the Assistant Secretary for Health, Equal Employment Opportunity, Executive
Secretariat, Public Affaire, International Health, Population Affairs, Nursing
Home Affairs, Administrative Management, Policy Development and Planning,
Program Operations, and Regional Operations. Some of the achievements and
goals for fiscal years 1974 and 1975 for OASH are

The financial management operations, centered on the development of uniform
financial management policies, procedures, ackounting techniques and reporting
systems for the health agencies., including regional offices. Uniform grant,
procurement and material policies were written and the operational planning
systems of the independent health agencies were integrated. The Commissioned
Corps personnel management activities were integrated and coordinated with
those associated with the administration and management of personnel covered

-by-Civil-Service authority.-Initiatives started in 1974 will be continued in
1975. Also, greater participation of regional office staff will be promoted
by directly involving the regions in the budget preparation process. Procureient
review procedures will be expandedto prevent unnecessary duplication among -,
health agencies. The health facilities long-range plans will be revised and a-

new annual pltn will be prepared. Optimum stuffing standards for the Public
-' Health Service (PHS) will be initiated and the recruitment of health profs,-

sionals for the six PHS Health agencies will be strengthened and expanded.
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The /ovoid Plan for Health was prepared and plans for progrim evaluation
end health Services research wire implemented.. increased participation in the
develOpeent of Major area* of national health policy concerning a national Health
Insurance Plan, health manpower policies, and improVed health resources planning
was achieved in 1974. In WS guidelines and plans for health PrOgrame and their
evaluation Will continue to te developed. Sound policies relating to the collet.'
tion 444 analysis of health data will be deVolciped and other health policy matters
vill headdressed is they arise, es well as to review, Owe continuing basis,
current policies relating to Tedevel health programa '64 the Ration's health

Particular emphasis Oil be placed upon such issues as the potential
impact of changes in health care financing, including the impact of federally
supported services, and the impact of State and local fiscal and regulatory roles
upon the demand for and supply of health manpower and Services.

A process ter work Olen program development was implemented during 1974
to Heist the Regional Health Administrators in carrying out the decentralised
activities for which they have been given responsibility and eutboritY to
implement. As part of this process, extensive training hem been conducted for
the headquarters end PUS regional office staffs managing the.resionalOffices

--actislase-bY-01deltiyie and.eork program pleading.- 04 P044410441 offices
were assisted in the de`4140Sitind-14l4Mirsititien-Of4the-1974.decenotaligag
efforts.'; Improved communication has been omphaiiaod end acc00911404 through
regular Meetings of, the Regional Health Administrators and heed4vetteTS staff
which have included agency. and program participation.

Efforts begun in 1014 to proVide advice and guidance to the PBS regional
Offices will be continued in 1970 in the area of vOrk program pleading and
ssosieleet.4 Ohjectives to insure that national 4040, objectives, and
priolitite of the various Public Health Service AgenCies 04 met end eiCoont-
abilityrie achieved. Ap evaluation of these efforts will be undertaken and will .

be supplemented by quarterly reVieWe eflti$ regional office objectives
established bY,their work plan.. Assistance will be provided in finalising
reertedicetionafforts by providing Management assistance in the areas of
Pereeneelbudget, planning, evaluation and progral development. Alpe, action
will be initiated to develop training opportunities to aseistla regional
Witte in upgrading existing staffs in area of management. Prelim development,
program implementation, planning and evalUatim,

Pro ram °Potations functions were-initiated July 1973 to serve as the
focal point for advising the Assistant Secretary on operating problems,,monitortng
the iiplepentatiOn of program policies and objectives and coordinating
legislative and freedom of.inforoation activities, A apnea te.fecilitate

eaprogram coordination to bring about more effeCtive resrch, de:41100*W,
end health cote delivery among the PBS agencies was instituted, The staff is
jointly participating with the PBS agencies to assure coordinition in cross-
agency Program* in the research and service activitied of satellite and
other telecommunications, aging, child abuse, toxicology, nutrition, hyper-
tension, sickle cell disease, cancer, the development of a modified
research fellowship training program supported by several PUS /Agencies, and
the development of a uniform Federal policy with respect to human experiaen-

, total*. Efforts are also underway to improve coemonieatiOne,end collaborative
studies with the Environmental Protection Agency, the National Aerodeuttcs
and Space Administration, the Veterans Administration, and the Federal Energy
Office concerning health-related programs. These functions will continuo in
197$ to aid in the implementation of new program policies and new legislative
with particular concentration on progress with multiple PUS agency participatiti
as well as with participation of other Federal agencies and non-Federal
orgsnitations such as the operational aspects of the end stags renal disease
program, the emergency medical services activities, the operation of the PUS
hospitals, and the coordination of the health efforts of the PBS in relation to
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the energy situation. Additional eisphaele will be pleied on providing health
liaison services and expanded coordination of representation and participation
of the Office of the Assistant Secretary at appropriate meetings with other
elements of the Department, other Federal: agencies, profeeeionel and allied
health groUps, epodel interest groups, and with major health organisation*.

Training programs geared to ensure better perforionce and capabilities on the
part of nursing hove employees have Wen developeC The number of Anteing home:
employees receiving short-term training was 23,000 in 1973 and is enticipited to
be 40,000 by the end of fiscal year 19/4. In 197$ initiatives to coordinate,
consolidate, implement, and enforce standards for skilled nursling totalities.:
under titles XVIII and XIX of the Social Security Act and for intermediate Care
facilities will be continued. Sy the'end of 1075 it is estimated that between
6,500 and 7,000 skilled nursing facilities and 4,500 to 5,000 intermediate
Care facilities will have met minimal Federal standards. Training of nursing
home personnel will also be continued in 1975.

DUring 1974 the Department's annual reports on "Population and Family
Planning Activities" and the "five Year Plan for Family Planning Services and
Population Research Programanyara prepared as reqUired-by PL 92 ..512r

aUbildised services through organised program' and many
sort received services from private physicians. An active'role in formulating
the Department's regulations concerning sterilisation and family planning
services provided Aid to Fealties with Dependent Children. Family planning.'
services and population research activities will be continued as a high
priority in 1975.

During FY 1974 technical assistance on international health mattere.w44.
rendered to the Department of State, the Agency for international Developaent, the
World Health Organisation, the Pan American Health Organisation, numerous inter,
national health end health-related organisations, Ministries of Health of many
countries and domestic organisations and individuals seeking advice on inter-
national health natters. Participation in policy decisions and other prepare-.
tions for the meetings of the World Health Organisation's governing bodies and
membership in the U.S. delegations to they permitted the promotion of
significant initiatives in several areas of international health collaboration '7:
such as biomedical research, cancer and drug abuse. Another major accomplishment
has been the ability to make greater input into the U.S. Government's involvement
with the World Health Organisation and other international health, bodies through
careful analysis of the impact of their programs. Plans for 1975 involve
principally a continuing contribution to improving the participation of the U.S.
Government in international health activities. This will be through our
efforts to strengthen existing bilateral programs and oor involvement with the
World Health Organisation and other international health organizations.

In summery, a total of $14,146,000 is requested for the continuation of
this activity. The net increase of $682,000 over the 1974 operating level
of $13,464,000 represents mandatory costs such as, within grade increases,
annualisation or positions new in 1974, one extra day of pay, increase in
telephone rates, annualisation of 1974 pay raises, and increased costs for DREW ,

Working Capital Fund and PHS Service and Supply Fund.
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Professional Standards Review Organisation

1974
Sage 1973

increase
or Decrease

Poe. Amou t Po* Poe t

Personnel compensation
and benefits 141 $1,791,000 316 35,336,000 +115 +33;$63,000

Other expenses 31,,879.000 $2.544.000 - +20.6650r0

Total 141 33,670,000 316 57,900,000 +175 +24,230,000

The Professional Standards Review Organisation (1410) program via authorized
by tna 1972 emeodsmote to the Social Security Act. The PSRO provision of Public
Lew 92403 (Section 249P) requires the Secretary to estehlish.eod lout/pert a metion---luide-tetwork-.oUvolunterycnonprofit-groupe

of-local-Physicians to Mu/0C,
theAttality of health care services notated by and provided to 460414100
and recipients of Medicare, Medicaid, and Maternal end Child $ealth proste*-, The
purposes of the statute is tvofoldi (a) to improve the qSalitY of health citei
service-0 end (b) sake more cost effective the expenditutes for health cars
services financed by Titles XVIII, M. and V of the SCOW Security Att.', 1110,
are to accomplish these purposes by applying sophletioeted concepts of posy review
throUgh a system of voluntary local organisation*, State Council*, and a 4E044
Council supported, regulated, monitoredi sod evaluated by the Federal Government.

P$40$ will be required to assess and assure the appropriatesteil and quality of
care b$-(s) reviewing health care services prior to, duties, and:OW-their pro-
vision againet agreed upon standards of care acceptable to the profeettiort sod
consistent with high quality care; and (b) identifying loCal health "care prOcticee
that are Of less toe* adequate quality, determining their cause and taking actions
to cotrect them.

jhroogn the application of standards and peer review tosohniques, PSROs will
be responsible for assuring more affective use of the dollars expended for health
services by assuring the followings

1. that payments ere made ooly for medically necessary admissions
to hospitals and skilled nursing facilities;

2, that payments support only medically necessary continued stays
in hospitals and skilled nursing facilities;

3, that payments are made only for services, tests, and procedures
that are medically necessary; and

4, that beneficiaries and recipients of Medicare and Medicaid
who do require care are indeed receiving services of high
quality.

to brief, PSROs must review the medical necessity of services, the quality of
care delivered, and the appropriateness of the care in terms of the level,
duratioo, and methods of treatment. to reviewing medical necessity and quality,
1110e will be determining whether health care services provided are necessary
on the basis of professionally developed standards of norms of care, diagnosis,
and treatment, to reviewing appropriateness, PSROs must determine whether
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policy formulation, operational planning, and administrative taske,must be
completed. Policies will be developed and issued relating to: (a) the conduct
of professional standards review by PSROs; (b) the development and application
by PSROe of norms, criteria, and professional standards of health rare; data
requirements; in-house review; (c) the design and application of professional
review methodologies for illt0t; (a) the relationship of PStOs to regional
offices and PSR State Councils; (e) the PSRO organisational structure; (f) the
role of the PSR State Councils; (g) monitoring and comparative evaluation of
PSRO performance; (h) physician polling, appeals, sanctions, reimbursement;
and (i) Medicare/Medicaid coordination..

(3) Professional Support and Technical Assistance

a. Professional Support: Several key areas require further development.
In particular, criteria will be developed for inpatient, lone-term
and ambulatory care which could be utilised or adapted by the local PSRO.
This is a complex task, requiring the expertise of the professional medical
specialty societies, geared to local practitioner*. Other areas such as
review methods and uniform data approaches will also be developed.

b. Technical Assistance= rail is no dot_ that theAlovsloping PSROs Will--
require eignifittrit-teChnial'aelistenee it they are to become operational
and effective. They will require expert advice and assistance on: criteria
development; design of review methods; application of norms in the review
process; organisational techniques to meet statutory requirements' data
and data analysis; and sanctions and education.

(4) Expansion of the Scope of PSRO Review. Priority activities include the
following: 1) development of policies, operational plans, and administrative
arrangements for expanding PSRO review activities; 2) initiation of demonstra-
tion projects in selected PSROs to expand review activities to encompass long-
term care and/or ambulatory practice; 3) further development of PSRO review
systems for special settings such as Health Maintenance Organisations aria
mental hospitals; and 4) continued integration of other review activities such
as utilisation, medical, and independent professional review with PSRO
activities.

All of the PSRO activities initiated in 1974 will continue at an accelerated
pace in 1975 except area designation which will have been concluded. We will
conclude agreements with an additional 70 PSRO projects and 12 State Councils
and continua professional support and technical assistance activities.

In order to carry out and expand the PSRO program, we are requesting an
increase of 175 professional and support staff. This will provide a total of
316 positions which is an essential prerequisite to assure effective implementation
and monitoring of the program. During the period between now and 1976 when the
program is to be fully operational, (i.e., no conditional PSR05), it will be
necessary to recruit and train a full complement of central and regional office
staff capable of administering the program in a financially responsible manner as
to ensure accountability for the funds obligated to PSROs and State Councils.

In summary, a total of $57,900,000 is requested for this program. This
represents an increase of $24,230,000 over the 1974 level of operations. The

increase is comppsed of $1,465,000 to cover mandatory items, $2,900,000 for support
of 1)5 new positions and $19,865,000 for 82 new PSRO agreements and State Councils.
Since this activity is concerned with the, quality of health care services financed
by Titles XVIII, XIX, and V of the Socisl Security Act, the funding for the PSRO
prOgram is split between direct appropriated funds ($30,900,000) and reimbursable
funds from the Social Security Trust Funds ($27,000,000).
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Department of Health, education and Welfare

Assistant Secretary for Health

Program Purpose and Accompliehmsnts

Activity: Professional standards review organisations (Social Security Act
as emended, Title Xt, Part B)

197$

I41:11ft9:040

1974

MIL Amount Authorization to04. Mount

$16,895,000 Indefinite

141 (33,670,000) 316 (57,900,000)

pompom To assure, through the application of suitable procedures of
*"----prOfeSsionalstandards review, that the services financed by Titles XVIII, XIX,

and of the Social Security Act will.conform to appropriate profs:41one'
stancarda for the provision of health care. To promote the affectioie, efficient,
and economical delivery of health care services of proper quality for which
payment may be made.

*xylem:U*01 The PSRO program was authorised by the 1072 amendments to the Social

Security ACt. This proviiion of Public Lew 92-603 (Section 2497) requires the
Seeeetatt to establish and support a nationwide network of voluetarY; nonprofit
groups of local physicians to regulate the quality of health are services
financed by and provided to benifiCiaries and recipients of Medicate, Medicaid,
and Maternal and Child Health programs. PSRO'e objectives are to accomplieh
hy.applying sophisticated concepts of peer review through a system of voluntary
Local organizations, State Councils, and a National Council supported, :regulated,
monitored, and evaluated by the Federal Government.

AtcoMpliahments in 1974: PSRO activities concentrated on three sajOr objectives:

1. Axes designation
2. Initial PSRO program implementation
3. Provision of technical assistance to potential

and beginning PSRO's and est State Councils

In December 1973, the Secretary tentatively dart hated 182 PSRO Ames throughout

the United States. This required a complex seri * of consultation:: with
interested and affected-local and State organizations prior to the designation.

PSRO program implementation activities will focus on the development of
basic program policies, procedures, interim regulations, and operating guidelines-,
resulting in the funding of cone of the'designated PSRO's and PSR State Councils.,
Before entering into agreements, policies will be developed in such area' as
(1) the Conduct of professional standards review by PSRO's, (2) the PSRO'
organizational structure, (3) the roles of Stet* Councils, (4) physician pelting
Procedures, (5) the PSRO application end selection process and (6) other related

issues. It is estimated thit 50 PSRO'e and 6 PSR State Councils will be funded

this year.

Technical assistance will be provided through regional, offices to potential
and newly forming PSIO's and State Councils in the areas of (1) organization,
development and administration and (2) professional activities.

32-020 0 24 40
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the level at which the health care service is provided (e.g., inpatient, out-
patient, intermediate care) is the most efficient as well as the most effective
level. Initially, PSROe will place emphasis on the review of institutional
services, especially those provided in the acute general hospital. Eventually,
the scope of their review will be expanded to encompass all facets of the health
delivery system.

According to the statute, the PSRO program must be substantially implemented
over the course of the next two years. As estimated, 200 localiSROs suet be
established and operating as well as up to 20 Professional Standards Review (PSR)
State Councils. The implementation of the program represents one of the most
complex undertakings ever attempted by the Department. It requires the develop-
ment of an innovative regulatory system that brings togethir the Oovernmeat
and the private sector in a unique cooperative relationship. In addition, the
PSRO program suet be made operationally effective in two massive but strikingly
dissimilar programa, Medicare and Medicaid.

The following is an analysis of the priority PSRO implementation tasks that
will be accomplished during. 1974 and 1975:

A. General

Development and issuance of PSRO policies and policies for related programs
such as utilization review, medical review, and independent professional
review, including the definition of operating relationships of PSROs and
PSR State Councils with providers, fiscal intermediaries and carriers, State
Medicaid agencies, and related review programs.

Policies will be developed fort (1) the making of agreements with PSRO.
and PSR State Councils reimbursing their full administrative costs; (2) the
provision of technical assistance and training to PSROs and PSR State Councils
througn DHEW regional and central office staff; (3) the definition of PSRO
information and reporting requirements; (4) the definition of respective roles
and responsibilities between PSROs and administrative instrumentalities such as
Medicare intermediaries and carrier. and Medicaid State agencies; (5) the
dtvelopnent and management of a program to monitor and evaluate PSRO
performance; (6) the coordination of Social Security Administration, Socia,1
Rehabilitation Services, and Public Health Service PSRO regional office
activities under the direction of the Regional Health Administrator; and
(7) administrative and staff support to the National ?SAO Council.

S. PSRO Activities

(1) Area Designation. The first requirement of Section 249F is that the Secretary
designate PSRO areas throughout the United States by January 1, 1974. The
statute required a complex series of consultations with interested and
affected local and State organizations prior to the designation of PSRO areas.
Area designation criteria and guidelines have been developed and a broad range
of data was assembled during the consultation process. PSRO area designations
were announced as Notices of Proposed Rule Making in the Federal Register on
December 20, 1973. Following the commenting period and analysis of the
comments, PSRO area designations will be published as Notices of Final Rule
Making.

(2) Initial PSRO Program Implementation, PSRO program implementation activities
in 1974 will focus on the development of basic program policies, procedures,
interim regulations, and operating guidelines relating tom (a) the conclusion
of agreements with 50 PSROs and 6 State Councils; (b) operating relation-
ships of PSROs with providers, intermediaries, and State agencies; and
(c) the ongoing monitoring and evaluation of PSRO performance.

To successfully accomplish the above objectives, a large nuaber of
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MICH OP Till ASSISTANT SICIXTARY POI HEALTH

WOW and Expenses

Program Purpose and Accost:4144'We

Activity4 Regional office central staff

1973
1974 Budget

Er- 40.0111a AuthoriSatiON
co

230 95,909,000 Indefinite 150 97,231,000

Purpoant This activity supports the immediate office of the Regional Health
Administrator. who are the principal health officials in the regions,
responsible to the Assistant Secretary for Health for detersining regional
health policies; Setting priorities, goals and objettivol the rigiOnsi:
withtr the 'Scope of national health policies= Sid administering all
decentralised health prograem and activities.

IxolA04111911 'The Regional Office Central Staff provides 00'1AI/tredve and
sanageriil support to the Regional Health Administretori in the isplemen-
tattoo of deCentrelised health progress funded by appropriations for tour
of the Si* health agencies.

ccospliabeent. 19741 In 1974, 'the Regional Office Central Staff Continued
to provide the overall management capabilities necessary to:administer the
docoNtralited health program in the ten regional Offic.44,,Purther docentra-
litation of heelth4rogramis during 1974, including sajor health menpotter
octivitieil.has placed greater responsibility on the central Staff. The
level of greats adminiotered in the regional office. increased by 56 0,v--'
coat over the 1973 WAIL In 1974, se intensive effort wee sods to saSesel
the performance of all area -wide Comprehensive Health Pluming Ageociee
and to provide direction and assistance to improve their operations where
Atte/eery.

Obiectiveajn 1973t The prisary focus of the Regional Office Central
Staff in 1975 will be to sake nanagesent sad adsinistrative isprovemeati
which 411 *phonee the regional office capability to effectively
isplesint their responsibilities a. the operational ars of the Public
Heald Service with regard to decentralised programs. This will include
continuing activities in effectively isplesentiag the reorganisation
initiated in 1974. In addition, new procedures in operational planning
and resource management will be implesented which will place major
new responsibilities on the central staff.
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onus or rux ASSISTANT SECRSTASY tOR HEALTH

Salaries and Expenses

Program Purpose and Accomplishments

Activityt Program direction and support services

1975
1974 Eudget

Estimate
LRI Mount Au htattesAs pa.
507 $13,464,000 Indefinite 507 $14,146,000

Purpose: This activity supports the Office of the Assistant Secretary for
Health. It provides staff support for the Assistant Secretary for guidance,
leadership and direction to Public Health Service programs on all health and
health-related activities, including research and development, education and
trainine, organization, financing and delivery of health care services,
preventive health care, and problems relating to unsafe foods and drugs.

Explanation: To provide funding for program direction and support services
for the Assistant Secretary for Health.

Ascomplishments in 19741 In 1914, the Administration's reorganization of the
Public Health Service was implemented to more effectively meet the health needs
of the people of the Nation. The Forward Plan for Health was prepared and
much effort was event in the development of a Rational Health Insurance Plan
and other health policies and needs. Some 4,000,000 women received
subsidized family planbing services through organized programs. The number
of nursing home employees receiving short -term training increased by
some 60 percent over 1973.

Objectives for 19751 In the area of administrative management, procurement
review procedures will be expanded to prevent unnecessary duplication among

-health *acute.; optimum stiffing standards will be initiated; and the
recruitment of health professionals for the Public Health Service agencies
will be strengthened and expanded. Particular emphases will be placed
upon the potential impact of changes in health care financing, and the
health impact on State and local fiscal and regulatory roles concerning
health manpower requirements. There will be continued efforts to
Coordinate. consolidate, implement, and enforce standards for skilled
nursing facilities and for intermediate nursing home care facilities;
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Obiectiyee for 167$s AV4014Atil will be concluded with an additional estimated
70 PSRO's and 12 State Council'. TecLAicel'assistings will be provided to newly
formed PSROso and PSA State Council. in the condUct of such professional activities
es review method, the evaluation of existing utilisation review committee.,
analyses of practice pattern* and the mechanic' for the rotation of reviewing
physicians. will be provided assistance and advice on the expansion of the
.00. of ?SRO revive activities from the acute general hospital setting to long
oho care institutions god ambulatory practice. Policies, guideline., and
regulations will continue to be developed including the issuance of an Operettas
Manual for PSIO's and PSR Stets Councils as the program evolve* through the various
phases from planning, to conditional, to full operational. *valuation activities '
viii ba initiated to emus the impact of PSROis on health Wei nuality-ind cost,
and to compare the performance of PSRO's and State Councils. it is estimated there
will be 136 projects with PSRO's and Stets Councils by the end of 1973.
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Haw Pt:Attica& Reguitstid

1973

Grads
nual

LOAUAll

Proisseicnal standards mime
tuatisations

*dial Offlor
Public Haelth Program Specialist

GS-15
GS-15

12
3

$406,980
84,789

Public Health Advisor OS-14 11 266,717
Medical Cat. Administrator G4-14 3 72,741
Mum 08-14 1 24,247
Public Health Program Specialist 0S-14 0 242,470
Public Health Program Specialist 0S-13 13 310,133
'Olio Health Advisor OS-13 15 310,135
Medical Care Administrator OS-13 7 144,739
Medical Words Librarian GS-13 1 20,677
Statistician OS -13 1 20,677
Hialth Economist GS-13 1 10;677
Public Health Program Specialist GS-12 10 174,970
Medical Cars Administrator GS-12 3 52,491
Statistician GS-12 2 34,994
Public Health Advisor GS-12 8 139,976
Medical Cars Administrator OS-11 3 44,013
Public Health Program Specialist GS-11 10 146,710
Medical Records Librarian GS-11 1 14,671
Statistician OS-11 2 29,342

'Public Health Analyst OS-11 S 73,335
Public Health Analyst GS -9 6 73,002
Public Health Analyst GS-7 2 19,938
Statistical Assistant GS-7 3 29,907
Secretary GS-7 5 49,845
Clerical Assistant GS-7 6 59,814
Statistical Assistant

----- Clerical- Assistant .-....-..-:; .. r:'.

GS-6
GS4

2 17,954

44;885---7-7'
Secretary GS-6 6 53,862
Clerical Assistant
Steratellii'crtil4;:i-b-i i ,- . ..c.:-.-...';:'. i-4r:

GS-5
GS-5

10
6

80,550
48330--"-...

Total new positions 175 3,113,633
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RETIREMENT PAY AND MEDICAL BENEFITS FOR
COMMISSIONED OFFICERS

WITNESSES

DR. ROBERT VAN NORM, ASSOCIATE ADMINISTRATOR, HEALTH
SERVICES ADMINISTRATION

LEE W. SMITH, DIRECTOR, OFFICE OF PERSONNEL MANAGEMENT,
PUBLIC HEALTH SERVICE

W. HAREM LITTLE, DIRECTOR, OFFICE OF FINANCIAL MANAGE-
MENT, HEALTH SERVICES ADMINISTRATION

CHARLES MILLER, DEPUTY ASSISTANT SECRETARY, BUDGET, DE.
PARTMENT OF HEALTH, EDUCATION, AND WELFARE

PROGRAM ANO FINANCING

1ln thousands of dollars'

1973 1974 1915
actual ostImato estimate

Program by activities:

i_RsonfttvIrV="
14, at 19,1411 23,

224
a. ',swamis' medical caro 13, hi 14, 051 19,

Trstg%bii It, I! 11
43.722

Financing: (appropriation) OM. hnlio 1 N

Iltatod Wino, start of year

Relit of obligations to outlays:
IgatIons Incurred, net

2t, ill SON
411:

isotod Wince, ond of year. 5, 499 8,940 14
Adlestmooti In *co rod accounts 2, 205

Outlays 29,730 32,662 41,4/1

OBJECT CLASSIFICATION_ ,

ti thousands of dam)

tzfits

er
for loom personnelpersonnel

3, 708svices

Total oblilatioos 26,106 34,103 43, 422

Mr. Awn. Now we have the Retirement Pay and Medical Benefits
for Commissioned Officers. The presentation will be made by Dr.
Robert van Hoek, theAssociate Administrator of the Health Services
Administration.

We have a biographical sketch of you we will place in the record
at this point.

[The biographical sketch follows:)

)31001tAPHicAt, SKETOH or Roam VAN Horst, M.D.

Name : Robert van Hoek, xi).
Position : Assistant Surgeon General (08), PHS Commissioned Corp*, Associate

Administrator, Health Services Administration.
Birthplace and date : New York City, N.Y., July 1,1927.
Education : 1944-40 B.S., City College of New York ; 190-63 M.D., College of

Physicians and Surgeons, Columbia University ; and 1968-69 Postgraduate
Training and Radlobiology, Reed College, Portland, Oreg.'
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EXPLRIVICE

January 1074 to present; Associate Administrator, Health Services Administra-
tion.

1972-73: Acting Director, National Center for Health Services Research and
Development, Health Services and Mental Health Administration (115).

1971-42: Deputy Administrator for Health Services Delivery, HS.
1984-71: Associate Administrator for Operations, HS.
1988-89: Director, Federal Health Programs Service, HS.
1087-481 Deputy Director, Division of Direct Health Services, Public Health

Service (PHS).
1967 -87: Chief, Officer of Rosearch, Division of Direct Health Ikrvices, PUS.
1906-67: Acting Chief, Office of Training and Research, Division of Hospitals,

PHS.
1986-88; SpeelalAssistant to Assistant Chief for Training and Research, Division

of Hospitals, P115.
1984-65; Program Specialist, General Clinical Research Center Branch, Division

of Research Facilities and Resources, National Institutes of Health (NIH).
1983-84: Trainee in Administration of USPHS Extramural Programs, Grants

Associates Program, NIH.
1981-43: Head, Metabolism Branch of Radiation, Physiology Division, Armed

Forces Radiobiology Research Institute, National Naval Medical Center.
1980-81: Chief, Department of Biophysics, Walter Reed Army Institute of

Research.
1959-80: Nuclear Medicine Officer, Walter Reed Army Institute of Research.
1957-58: Chief, Medical and Chest Section, Wright-Patterson Air Force Base

Hospital.
1984-87; Resident, Internal Medicine, Bronx Veterans Administration Hospital.
1953 -54: Intern, Medicine, St. Luke's Hospital (New York).
Memberships: Diplotnate, American Board of Internal Medicine; Fellow Ameri-

can College of Physicians; Member, American Federation for Clinical Re-
search; and Member, Radiation Research Society.

Awards: Michael M. Davis Lecturer, 1973; PITS Distinguished Service Medal ;
PHS Meritorious Service Medal; and Alpha Omega Alpha Honor Medical
Society.

Mr. FLOOD. I see you have a prepared statement, How do you want
to handle it I

Dr. VAN HOER. I would like to read it.
Mr. FLOOD. Suppose you do that.
Dr. vAlsr Hozx. Let me introduce Lee Smith, head of the Office of

. Personnel , Management and Mr. 'Laren Little, Director, Office of
Financial Management,

OPENING STATEMENT

Mr. Chairman and members of the committee: I am pleased to ap-
pear before you today to discuss the 1975 budget request for Retire-
ment Pay and Medical Benefits for Commissioned Officers. This ap-
propriation authorizes such amounts as may be necessary for certain
mandatory payments under two programs.

PAYMENTS TO RETIRED OFFICERS AND SURVIVORS

The first program covers .payments to retired officers of the Public
Health Service and to survivors of deceased retired officers. Benefits
to retired officers are authorized by section 211 of the Public Health
Service Act, while those to survivors are authorized by the Retired.
Serviceman's Family Protection Plan. The request for $23.7 million
for 1975, an increase of $3.6 million, is based on a projection of bene-
ficiaries now being paid, with adjustments for anticipated additions
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and terminations. The number of retired officers 11,282 as of June 30,
1973), is expected to grow to 1,418 by June 1974 and 1,558 by June 1975,
The number of survivors' annuitants [81 as of June 30, 1973] is ex-
pected to be 84 by June 1974 and 97 by Juno 1975.

DEPENDENTS' MEDICAL CARE.

The Dependents' Medical Care Act and the Military Medical Bene-
fits Amendments of 1980 authorize the provision of medical care to
active duty and retired uniformed service personnel, their dependents,
and dependents of deceased servicemen of the Coast Guard, the Na-
tional Oceanic and Atmospheric Administrations and the Public
Health Service. Expenses of the dependent& medical care program
are for contract medical care furnished to dependents and retirees.
The costs in Federal facilities are for inpatient care whereas the con-
tract program pays for inpatient, outpatient care, and rehabilitative
care for the physically handicapped and mentally retarded dependents
of active duty servicemen.

The budget request is for $19.7 million in 1975. This represents an
increase of $6.7 million which will provide $3.4 million for non-Fed-
eral care due to cost increases and $2.3 million for care in Federal
facilities due to higher reimbursable rates.

SUMMARY

The total estimate for 1975 is $43.4 million which will provide $23.7
million for the retired officers and survivors program and $19.7 mil-
lion for the dependent's medical care program.

I will be pleased to answer any questions you may have.

$ 9.3 MILLION INCREASE

Mr. Flom This increase of $9,3 million is the largest increase we
have had in 4 years. How do you explain that I

Dr.,ymt fosx. There are several reasons for that increase. About
$3.6 million is for increases in -ntireniett "pa.ytnents. There are in es-
sence mandatory costs based on what we anticipate are the number of
officers entering retirement as well as an increase in the number of
annuitants, that is, survivors of retired personnel.

There is, in addition. $5.7 million for dependents' medical care which
has two parts. One is the increase. approximately $2.3 million, for in-
creased workload under the dependent's medicare program.

PRIVATE SECTOR WORKLOAD

Mr. From Last year you attributed some of the 1974 increase to
the fact you were closing out the Public Health Service hospitals and
thus there would be more inpatient care to be provided by the private
sector, of course, at a higher cost. Since the PITS hospitals are still
open does your 1975 request assume this lower utilization by the pri-
vate sector hospitals and greater utilization of PHS hospitals for in-
patient care?
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Dr. VAN HOEK. Yes, sir. The 1975 projection does anticipate an in-
creased workload through the civilian health for Armed Forces pro-
gram, but this increase is based primarily on the fact of a slight in-
crease in the population base and is not predicated on the closure of
the Publio Health Service hospitals.

1418 COMMISSIONED CORPS RETIREMENTS

Mr. FLOOD. You are projecting in 1976, 126 officers retiring because
of years of service. Are most of these officers retiring at 20 years of
service I

Mr. SMITH. That would represent approximately 86 officers who
would retire with less than 30 years or full service.

Mr. FLOOD. Out of how many ?
Mr. Spann. 125.
Mr. FLOOD. What do you project is the average number of years, of

service for those individuals who retire in 1974 and 1975?
Dr. vA4 HoEx. In the past our experience has been on the average

they are 66 years of age and have had 26 years of total service.
Mr. FLOOD. Are you finding it difficult to retain PIIS officers beyond

the 20th year I
Dr. vArt HOEK. No, sir. As a matter of fact the retirement requests

have not significantly increased in recent years and the number of
people as I recall has stayed about the same. Asa matter of fact
we believe that the number of people retiring this year will be less
than in recent years.

Mr. SMITH. It has been as high as 13 percent of eligibles. This year
we anticipate it will be about 8 percent of the eligible group.

Mr. FLOOD. Thank you very much.
Dr. VAN HoEx. Thank you, Mr. Chairman.
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JUSTIFICATION OF THE BUDGET ESTIMATES

Assistant Soorstary for Health

Retirement Pay and Ple41441 benefits
for Ocemistioned Officers

An9unts Available for 5.

Appro'priAtio4 (indittnit.) 49143,000 0142.000

0114ations by Aotirit

P410pt.
4

,

19/4 1
its

1-ow.:

Il5EaraeL
213 Retirement Paronto $19,626,000 623,379,000

.
43,551,000

215 Survivors' benefits 224,000 300,000 ' *76,000

,216 Dependents' medical care,. 14.051.000 19,70.000 . 4.5"000

Teta Obligation,. 34,103,000 43,422,000 19.319,000 A/

Explanatiop of Chances

A/ Handatory Increases

Oblietions by Gbi
1974. 1975 increase
Unfit. Wisest. or DeoreAlle

benefits for former

.., .rrfPrinal. 1!.20. $23,679,000 43,627,000
........,

Ober services 14:::::: 19:76;000 1--4:62."063-------

iiiiiia-Aitio.tioiia. " ai ......,10.
by adect 34,103;000, . 43,422,000 +9.319,000
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NESELdteleg.

1974 estimated obligations
#34,1030:00

1975 estiested obligations 43.422,900

Net change
'9,319.000

increases t

A. Built-in:

1. Estimated ooate for
projections of retirements
during 1974 to full year
and for animated additional
retirements during 1975

2. Estimated Increase in
survivors' benefits

3. Wielded cost for
increased inpatient and
outpatient care of re-
tirees and dependents

4. Estimated increase for
ancillary services (drugs,
handicapped care, contractors'
fees, etc.) 'required hy an
expanding beneficiary
population

$19.828,000 $3,551,000

224,000 76,000

12.499,000 5.258,000

1,552,000 434,000

Total, Moms. *00

Total, Net change

+9.319.000

+9,319.000
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Explanation of Changes

Increases:

A. Built-in:

1. The estimated increase of $3,531,000 will provide the
full-year payments of officers retired during 19741 And;
for the net increase of 142 officers estimated to retire,
during 1975) and for the projected cOst-of.living increase

during 1975. .

2. The estimated increase of 476,000 will provide for
a net increase of thirteen sUrvivore receiving benefite.

3. An estimated increase of $2*005,000 will provide for
a 23% increase for inpatient care and'a 19% increase for
ou.tpatient care. An estimated increase of 0,269,000 ie
due to 821 increase in-roimbursible rates in the Federal.
sector. An estimated increase of 4184400 viii provide:,
for an anticipated higherlorkload. -

le. An estimated increase of $434,000 will provide for
.higher handicapped program costa, drug usage costs,
contractor,' fees. These increases are related to the
rise in the number of beneficiaries eligible for caret
146,700 in 1974 and an estimated 155,600 in 1975.

1
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Retirement Pay and *diva Nnefits
for commassioned Officers

DM
Budget

Estimate
to Congress

House
Allowance

Senate
Allowand Appropriation

1965 7,272,000 7,272,000 7,272,000 7,066,099

1966 7,850,000 7,850,000 7,830,000 7,833,800

1967 8,977,000 8,977,000 8,977,000 10,837,719

1968 13,391,00G 13,391,000 13,391,000 11,290,000

1959 15,090,000 15,490,000 15,090,000 14,265,000

1970 16,700,000 16,700,000 16,700,000 16,567,000

1571 19,501,000 19,501,000 19.501,000 21,349,000

1972 23,196,000 23,196,000 23,196,000 23,960,000

1.973 29,163,000 29,163,000 29,163,000. 26,106,000

1974 34,103,000 34,103,000 34,103,000 34,103,000

1975 43,422,000
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Justification

Retirement Pay and Medical Benefits
for Commissioned Officers

Other expenses

1974
Amount

$34,103,000

Increase or
1975

Amount
tUrt,s

$43.422,000 49,319,000

General Statement

This appropriation provides for retirement payments to Public Health
Service Wiws vho have been or will be retired for age, disability, or
length of service as well as for payments to the survivors of deceased
retired officers vho had received reduced retirement paymente Under the
ptOvisions of the Retired Serviceman's family Protection Plant Survivor
Benefit Plan.

Provision is also made for the coat of medical care provided in non.
Public Health Service facilities to dependents of Public Health Service
beneficiary maskers of the uniformed services and retired personnel in accord
ance with the Dependents' *dical Care Act as amended by Public Lax 89-614.
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Retirement Payments

Other expenses

increase or

$19,828,000 $23,379,000 443,551,000

this activity provides for mandatory payments to officers vbo have been
retivsi for age, disability, or speoitied period of servile in accordance with
prov'iions of law. Seienteen officers wilt be eligible for age retirement
duri) 1 1975, and provision is made for the retirement of ?0 offoaers for die-
abil!4 and 125 officers for years of service.

)n June 30, 1973, there were 1,282 officers on the retired roll. During
neer'. Year 1974 through December 31, 1973, 64 officers have been retired for
years of service, 6 for age, and 10 for disability. It 13 estimated that a
OW of 154 officers vill be retired during the fiscal year ant 20 wilt be
droppx1 frau the roll, resulting in a total of 1,416 °trio:era of the retired
roll m of June 30, 1974.

t is estimated that 125 officers vilt be retired fmr years of service and
20 fa, disability during 1975. Since 17 ,Ricers will reach the mandatory
retirement age of 64 years, Provielon has been made for the retirement of a
total of 162 officers during 1975. It is estimated that PO off.cere will be
dropped from the roll during the year, resulting is a total of 1,556. officers
on the retired roll as of June 30, 1.975. A table allowing the histcry of
retirements since 1969 follows.
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p.tiementlable

Fiscal Yews 1969 1275

kaIlmate istisesto
t9 191 1971 1492 1973 197 1975

Aetlw red for:

Disability 25 22 20 14 19 23 20

istd
10 t8 20 13 16 19 17

Year* of service 80 77 82 90 91 112 125

Other... --j2'------L---t----1----r---2-----jL--------2---

IOW retirement 115 119 124 120 133 19; 162

bawd:
Dew, 16 21 19 10 25 20 20

Other 1 0 0 5 0 0 0

Tottl dropped 17 23 19 19 25 20 20

Vet increase or decrease
to °Meer* on retired
roll, end of fiscal
year 913

96 105 101 101 134 142

Officers on retired roll,
end of fiscal year 872 968 1,073 1,174 1,282 1,416 1,558

32-00 0 14 - 41



Survivors' Benefits

Other expenses

MAO or
197

Amoun5E

$300,000 +06000

This estimate provides for the payment of annuities to the survivors of
deceased retired officers rho elected to receive reduced retirement payments
under the Retired Serviceman's Tinily Protection Plan; Survivor Benefit Plan.

The estimate is based on payments to the survivors of the followiam
numbers of officers,

Awl 30, 1972
June 30, 1973
&no 30, 1 ..(est.)

Aim 30, 1975..(est.)

73
81
84
97
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Dependents' Medical Care

Increase or

XigE
1975 Decrease

Amount

Other expenses $14,01,000 $19,743,000 +$5,692,000

The Dependents' Medical Care Act (10 U.S.C., ch. 55), as ascended by
PL 89-614, provides for an expanded and uniform prograa of medical care for
active duty and retired members of the uniformed services, and dependents of
active duty, retired and deceased members. This activity covers the cost of
inpatient and outpatient care (including care of handicapped dependents of
active duty personnel) outside the Public Health Service both in non-federal
and in uniformed service facilitiou, to dependents of eligible personnel of
the Coast Guard, the National Oceania and Atmospheric Administration, and the
Public Health Service; and to retired personnel of these services.

A net increase of $5,692,000 is requested in 1975. In the non - Federal
care area $3,423,000 is needed to cover the anticipated increase in rates and
workloads for inpatient and outpatient care as well as for handicapped care,
drugs and contractors' services. In the Were' care area, we anticipate
an increase of $2,269,000 due to the increase in reimbursable rates.
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AMOUNT SEARS FOR MUTH

Retirement P. and Medical Benefits
for Commissioned Off leers

Progrela Purpose and Acopplialmente

Aotiirityi 4tetirement pay (Public Health Service Act is amended, See. 2111
10 U.0.0.1 1201)

19-

Mita

IST4117Authorisation

$19,626,000 Indefinite $23,379,000

SW Tile authority provides fcr payments to commissioned officers of the
c eal:h Service vho have been retired for age, disability, or /pearled

period of service.

Planation: Public Health Service officers do not contribute to the retirement
fund. The fund is supported by the Federal Oomernment through an annual
appropriation.

tettislagril4t AA estima.sci net increase of 134 officers will be
o t Lremen rolls, resulting in a total of 1,416 retirees as of

June 30, 1974,

ObJectives for 19711 A net increase of 142 officers will result in an estimated
total oirtma retired officers at the end of fiscal year 1975.
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AMMO? MR/MARY /OR HEAUPH

Retirement Pay and Medical Benefits
for Commissioned Officers

pcoiaaA.Purpose and Accost. liOvei to

Aotivityi barvivore benefits (10 U.S.C,A. 73)

1411_
Boot

1974 tounte

4224,000 Indefinite $300,000

ei Under the provision of the Retired Serviceman'e Family Protection
an; nor Benefit Plan, retired personnel who elect to re.e ad

amounts of retired pay are able to provide for monthly payments 4, continued
to their survivors.

BMplen4tiont This program is financed by the Federal Government although
deductions are mode in the retirement payments to the officers who elect the
option of survivors' benefits.

Accomplighmente in wet It is estimated that there will be a total of 84
annuitant/ as of June'30, 1974.

Objective. for /97,1 It is estimated that there will be total of 97
Annuitants 114 of ,Ante 30, 1973.
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ASSISTANT SECRETARY ?OA HEALTH

Retirement Pay and Medical Benefits
for Commissioned Officers

Program. Purpose and Aeccmplishments

Activity: Dependents' medical care (10 U.S.C., ch. 55)

1975
--biaget

1974 Estimate
Amount AuthorisetiOn Amount

$14,051,000 indefinite Sln,743,000

bowl: The Dependents' Hedilal Care Act as emended by PL prov:des for
an expanded and uniform proqram of medical care to active duty and retired
members of the uniformed servites. and dependents of act've duty, retired, and
dellaied members.

Explanation: This activity is used to satisfy the mandatory obligations of
The TUblic Health Service. They arise because a dependent or a retired person
receives care In en approved hospital facility. The smeuut of the expense in..
curred varies, depending upon .;he medical facility that ',he Public Health bene-
ficiary enters: (1) if care in given in a Public Health service racility, there
is no charge under the Dependents' Medical Care Act (these costs are chargeable
to the Appropriation, Health Services); (2) if care is riven in a facility of
another uniformed service, the Public Health Service is billed directly by that
organisation; and (3) if Medical care is given in a private faelttl, a con-
tractor such as Blue Cross pays the hospital and bills the executive agent in the
Department of Defense, who in turn bills the Public Health Service for the
services rendered.

Accomplishments in 1974: A daily average of 302 persons will be hospitalised,
16,300 outpatient claims will be processed and 197 handicapped dependents will
receive care.

Objectives for 1975: This program is designed to provide care to an estimated
155,600 eligible beneficiaries, an Increase of 8,900 over 1974, The level of
funding requested will allow delivery of health care to this larger benefioiary
population. Currently we are anticipating in contract hospitals an average
daily load of 351, outpatient claims of 19,500 and handicapped cases of 217.
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APPENDIX

(Cunic's NOTE: The following information pertains to the Health
Services Administration testimony and was requested earlier on pp.
129, 130, 144, and 1150.)

MATERNAL AND CHILD HEALTH

SECTION 6011 AND 616 FUNDING; IIATERNAL AND OWED HEALTH ataTICES

In 1974, Congress provided a $7 million supplemental appropriation which was
allocated to 84 States under provisions of section 518 of the Social Security Act.
These States were ones which would have received additional funds had the
conversion from project grants to formula grants occurred as originally provided
in title V legislation. However, Public Law 93-58 postponed the actual convey
sion until July 1,1974.

For 1075, section 516 provided the mechanism for assuring that States receive
as much in 1975 under the formula allocation as they did in 1978 under the
combined formula-project program. Full implementation of this "hold-harmless"
provision would have required $29,4 million for distribution under section 516
authority, $7 million of which was available in the 1075 base appropriation re-
quest, leaving a 1975 net "shortfall" of $22.4 million,

With only $7 militon distributed under section 616 authority, 16 States would
have had "shortfalls" ranging from $5,780,869 to $50,400, totaling $22.4 million.

Because of the severe impact of the "shortfall" under this distributitnisit was
decided to shift $18 million from section 503 to section 516, making a Oral of
$26 million available. By taking this action, the severity of "shortfall" was
reduced from the earlier levels mentioned to a range of $2,645,069 to $784.

As a result of transferring $18 million from section 503, the number of States
facing "shortfall" increased from 16 to 23, and the full cost of implementing the
"hold-hanniess" provision changed from $29.4 million to $36.2 million. However,
by distributing $25 million under section 518 authority, the unmet "shortfall" is
$11.2 million ($30.2 million less $25 million) as compared to an unmet
"shortfall" of $22.4 million ($29.4 million less $7 million) when only $7 million
was distributed under section 516.

In addition, the Department has requested authority from Congress to apply
$10,472,000 in released project grant funds from 1978 to projects in 'shortfall"
States, thereby further reducing the net "shortfall" to $791,690.

The 1975 columns of the maternal and child health services and crippled
children's services formula grant tables, as shown on pages 85-88 and 90-91'0
the "Justifications of Appropriation Estimates for Committee on Appropriations,
Fiscal Year 1075," U.S. Department of Health, Education, end Welfare, volume 1
reflect the conversion from project grants to formula grants req'tired by title's
legislation. The 1973 and 1974 columns in the tables show only those funds
awarded as formula grants, since project grants under sections 508, 509, and 510
of title V continued to be awarded separately in those years.

The following table is done on a comparable basis for all 8 years by State
to show both formula and project grants for maternal and child health, and
crippled children's services. The 1973 column is based on funds allocated under
the sections 603 and 504 formula grants, and amounts obligated for sections 508,
509, and 510 project grants; the 1974 column is based on funds allocated under
sections 503, 504, and 516, and estimated obligations for sections 508, 509, and
510; and the 1975 column is based on funds allocated under sections 603, 1504,
and 516, as proposed in the President's budget.

In comparing the amounts received In 1973 by States for grants under sections
503, 604, 508, 609, and 510 with the amounts allocated in the President's budget
for 1915 under sections 503, 504, and 516, 23 States show up as receiving less than
they received in 1973.

To help alleviate this 1975 "shortfall" of $11,203,874, authority has been re-
quested from Congress to apply $10,472,000 in released project grant funds from
1973 to projects in these 23 States In proportion to their "shortfall," as shown
below.
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State

M14320 AL 410 CRUD BEAL= SE3071C2C1 A109 CRIPPLED CNILENUCNINNDS
ALLCCATC 0ND88 =now soa, 504, 506, 504. 510. 516, MDT= v OPTIC SOCIAL

i
1973 1974

formula Project nasals Project
'crass 08-At Total ctamts Croats Total

Excess of 1975
Over 1974

simuirar A=

1975
Formula
Crams

New Mexico 711,200 592.726 1.303.926 749,000 614.242 1,363,242 1,362,700 -542
New York 5,109,400 11,675,469 18,784,869 5.135,100 14,644,267 19,779,367, 16,239,800 -3.639.567
North Carolina 4,025,300 2.034,000 5,059.300 4,635,600 2,038,246 5.673.846 7,406,400 1.732.554
North Dakota 490.100 - 490,100 584,300 - 504.300 842.200 257,900
Ohio 4,810,600 5.371,518 10.2132,218 4,812,900 9,901.ss4 10.774.714 9.els,,,v1 .y., f.p
Oklahoma 1,376,800 640.000 2,436.8vo 1.3.1.4000 74.J.440 2,Z9L.VVO 2.544,500 256.500
Omegom 1,117,100 976,261 2,113,361 1,212,400 921,236 2,131,636 2,247,400 111.764
Pennsylvania 5,282,400 5,016,205 10,298,605 5,423,500 4,737,952 10,151.452 1.0,260.000 128.548
Puerto Rico 3,257.200 4,902,610 8.159,810 2,946,100 5,234,554 8.180,654 7,340,300 .840,154
Rhode Island 514.600 229.584 744.134 515.200 230.001 745,202 743,400 -1.800
South Carolina 2,328,800 872,986 3,202,786 2,674,200 797,861 3,422,061 44448,000 975.939
South Dakota 503,400 - 503,400 603.500 - 603,500 917,400 311.900
Teameasme 2.662800 802,848 3,465,648 3,070,000 948,826 4,00..826 4,946.400 927.574
Texas 5,513.800 44335,570 9,849,370 5,871,200 5,992.000 11,864,200 10.500,100 -1.369.100
Trust Territory 282,800 - 282,803 369,400 - 369,400 455,500 86,100
Utah 767,700 47,000 814,700 962,900 121.115 1.004,015 1,590,200 506.185
Vermont 401,300 401,300 473,430 160,449 633,849 696,200 62.351
virgin Islands 308,500 683,000 9914500 309,100 633,000 942,100 798)930 -141.300
Virginia 2,837,600 1,983,269 4,820,865 3,014,500 1,993,080 4,967.580 54189,503 221.920 crs
Washington 1,623,100 508,033 2,231,133 1,954,100 934,261 2,888,361 3,372.600 484,239 Pvl
Vast Virginia
Wisconsin

1,387,800 587,085 1.974,885 1,527,100
2.272.300 100,000 2,372,300 2.754,100

619.000
100,000

2.146,100
2,854,100

2,500.900
44380.500

356,800
1.526.470 CO..'-f

Wyoming 371.500 - 371.500 400,100 - 400.100 478,200 78.100
C:I
CI

Undistributed 4,952,330 4,952,330 1,723.963 1.723.963 -4723,963 ."C7

O.B

+C:
:D.

I/ facludes S7 million distributed in accordant. with the provisions of Section 516. In 2974 only, the Scums may use these flambe for either sternal
and child health services or crippled children's services.

F--
:pm
CDr--2/ Includes 825 million distributed is accordance wick the worts:Woe of Section 516.
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Steal

Shortfall lased
en Pros)

iet reltialVirOg "grtgrai

Total

A Memo
Arizona

At igctsidorg

Alticfftf mile

11012
Kansas ,
Ma Mond

ilKAMM
lgol.

N mks
Wilda
Mow York

Pennsylvania
ruto Rico.,

Rhoda Wind
Virgo Islands

$11.203,00 $10, 472, 000 1731, 00

24,
21,

2, 2, 4 2, I71,
245, I

gril 53; 54

192, 700

7 ,

110,

7,

ii, t66

I Rounded upward from $7134,

INFANT Warm=
We believe that lowering of infant mortality rates occurs because of the fol-

lowing activities:
(1) Providing services early (in the first trimester).
(2) Providing services of high quality.
(8) Assisting mothers with such help as transportation and babysitting

facilities.
(4) Providing nutrition, social, nursing, and other services at home before and

after delivery.
(5) Mothers and infants who are found to be "high risk" are followed closely

by qualified personnel and their cases are managed by skilled project staff, Th4y
receive the care they need when it's needed.

MIGRANT HEALY)!

MIGRANT HOSPITALIZATION DEMONSTRATION PROGRAM

PARTICIPATING PROJECTS AND HOSPITALS

Project
Estimated

Hospital Location amount

Catholic Charities
1733gts'

Lee County Health Department Lee Memorial Hospital Fort Myers, flu
Coastal Bend migrant Protect Robstown Riverside Hospital Robstown, Tex

Plan de Salad del Voile
Valley Baptist Nos
Colorado Central ospital

Harlingen, Tex
Denver, Colo COO

Brighton Community timphal !MOM , Colo
nu,

University Floslitat
,Arizona Job College Homeeko Community Hospital Cato Grande, Adz 120 i01)

Tucson,
WatcOm-Shaget Rural Opportunity Skase% Valley mongol Mt. Vernon, Wash

cson, Ariz
11%666

CounelL
(Project not awarded) 760,000

Total 3.000,3.000,000

Note: Distribution of funds indicated is based upon project service populations and initial projections of likely hospital
glillutIon by MOH populations.
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SPECIAL REPotrre

Mr, FLOOD. We have several excellent special reports that were
prepared for the committee by Health, Education, and Welfare which
we will insert in the record at this point.

[The reports follow
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SLACK LUNG DISEASE (C,OAL WORKERS' PNEUMOCONIOSIS)

ObliptIons
(in thoussAdo)

.1974 1915
,1971. 1972 1221 Estimate Estimat

Public Health Service:

Center for Disease Control
National Institute for

Occupational Safety
and Hesith....,. 90939 $6,138 63,312 $9,143 $5,300

National Institutes of Health
National Heart and Lung

Institute 100 120 143 200 2$0

Total 5,189 6,258 3,480 9,343 5,550

Slack lung dliease, or coal workers' pneumoconiosis, is en incapacitating,
life-shortening constellation of disease processes initiated by the inhalation
and retention in the lungs of coal and other mine dusts.

Slack lung disease kills more Americans than all other forma of
pneumoconiosis (the various dust-inhalation diseases) combined, and :Afflicts
approximately 100,000 living Americans. While it is largely preventable by the
use of known methods of minimizing exposure to dust, the disease is
irreversible once established.

Thus, complete control of black lung disease in this country requires
extensive application of known preventive measures, and basic and clinical
research to learn where and how we may intervene to slow or halt the
progression of the underlying disease processes.
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CENTER FOR DISEASE CONTROL

National Institute for Occupational Safety And Health

Activity Under the Federal Coal Mine Hicalth and Safety Act of 1969 MI- 917175)

Under provisions of the Federal Coal Hine Health and Safety Act of 1969
(P.L. 01.173), as amended, the National Institute for Occupational Safety and
Health is the Department's primary program dealing directly with health of
coal miners. The National Institute ptovides a research and technical service
to raise the heaIth status of workers through prevention and control of
occupational diseases.

.

In 1972 the National Institute Lot Occupational Safety and Health ( NIOSH)
completed the first round of medical examinations of underground coal workers
under provisions of Title 11 of the Federal Coal Mine Health and Safety Act of
1969. This first effort covered 72,504 coal workers who availed themselves of
the opportunity for these examinations. In addition, approximately 1,000 coal
workers at surface coal mines were examined to identity any unusual health
problems from :his type of employment. In Tote 1973, the second round of
medical examinations called for by the Act was initiated and about 6,000 miners
participated. By the completion of this round in 1975 it is hoped that
90,000 of the approximately 110,000 underground coal miners will avail them-
selves of the medical examination opportunity.

In 1974 HIM will begin to review and record audlograms conducted on
miners under approved programs. Hines which have been found to be in violation
of noise standards are required to effect a program of noise control and
provide the audiology. At the present time about 4,000 underground mines are
included In this program and It is anticipated that the numbers will increase
In 1975. During 1974 NIOSH Is initiating a program, through grants and con-
tracts, for the provision of diagnostic and treatment services for active and
inactive miners suffering from respiratory disease. This one-year funding will
support approximately 25-30 clinics which should become self-sufficient through
the third party pay mechanism. '

In addition, in 1975 the NIOSH proposes to develop mandatory health
standards, preventive examination programa, and protective engineering tech-
niques to assure that coal workers are provided a working environment which will
prevent occupationally caused diseases, bye

(a) Continuing the second round of medical examinations of the
90,000 underground dual miners in order to assure detection
of physical impairment due to unhealthful working environ-
ments in accordance with the Federal Coal Hine Health and
Safety Act;

(b) Providing for an estimated 400 requests for autopsids of
coal workers for research purposes and for establishment
of survivor eligibility for Black Lung Benefits;

(c) Developing and conducting research to develop techniques
for the prevention and control of occupatipnal diseases
of coal miners and persons who work with or around the
products of coal mines, in areas outside ofsuch mines.
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NATIONAL INSTITUTtS OF HEALTH

National HeJrt and Lung holtituts

DEZI COIN AVOUR.

the National Mart and Lung Institute hear, primary rosponeibility for
basic and clinical research concerned with the respiratory (pulmonary) system
and with developing improved methods for the prevention, diagnosis, and relief
of chronic lung diseases (other than the infectious and malignant lung diseases,
which are the special provinces of the National Institute of Allergy and
Infectious Diseases, and the National Cancer institute, respectively).

in partial fulfilleent of this mission, the NHLI Division of Lung Diseases
spent )11,S00 in support of four regular recearch grants and five subprojects
within Specialised Center of Research (SCOR) pulmonary programs for research on
certain of the yeeumoconiosem. This is a collective term for a number If different
diseases caused by the inhalation and retention in the lungs of mineral or
vegetable dusts and including such diseases as silicosis, asbestosis, byseinosis,
eind -the subject of this report--coal workers' pneumoconiosis, or black lung
dilease. Approximately half of this sum was spent for research directly on black
long disease.

Neinitude of the Problem

Slack lung disease is believed to account for more deaths -- approximately
1,000 per year to this country--than all other forma of pneumoconiosis combined,
and afflicts an estimated 90,000 to 125,000 U.S. miners. According to a
1967 report by the Pennsylvania Department of Public Health, 43,000 Pennsylvania
coal miners had X-ray evidence of coal workers' pneumoconiosis and more than half
of these (nearly 24,000 miners) were disabled by it. A recent nattoowide
,survey by the U.S. Public Health Service and the U.S. Bureau of Mines indicates
that nearly 30 percent of working coal miners in the U.S. have black lung
disease.

Typically, victims of black lung disease require a decade or more of
exposure to mine dusts before they era incapacitated or killed by the dieease.
In the interim, they experience progressively severe wheezing, coughing, and
shortness Of breath, and increased susceptibility to colds and other respiratory
infections including tuberculosis.

Slack Lungs A Composite of Several Disorders

. The progressive, irreversible nature of the disease is revealed by autopsy
examination of lung'tissues following varying periods of exposure to the mine
dustS.

This also shows that the disease actually involves five or more different
disease processes:

. Some of the inhaled dusts are retained and become permanently incorporated
into the walls of the small air passages (bronchioles) and sacs (alveoli)
to form microscopic, focal deposits called macules. In aggregate, these
maul.* are grossly visible as blackened patches and streaks in lung
slices following only a few years of dust exposure.

Destruction of lung tissue around the dust deposits produces a halo of
emphysema--in effect, a dead air space--around each smile.

. In some patients, scar tissue formation (fibrosis) occurs between macules,
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and can involve large areas of the lung. While the occurrence and
severity of fibrosis are unpredictable, fibrosis has been associated in
some studies with exposure to silica dust, and in others with tuberculosis.

. The eventual development of chronic bronchitis and the more semiretired
'forms of emphysema contribute importantly to shortness of breath and
disability in coal workers' pneumoton,iosis.

. Finally, many afflicted workers exhibit as a complication of their
disease elevated blood pressure in the lungs (pulmonary hypertension)
and, as a consequence of this increased pressure, compensatory
enlargement of the right side of the heart.

Heart failure is the most common cause of death in persona with black lung
di ; many other' succumb to respiratory failure during an acute respiratory
infection. 1

Treatment

There is no form of treatment that will halt, much less re.arse, the slow
course of black lung disease. Available therapy is aimed 'either at complications
of the disease, or at relieving some of its symptoms. Antibiotics are used to
treat respiratory infections, and cardiotonic drugs enable the heart to pump more
blood through remaining lung tissue. Also available are a number of drugs to
ease breathing by dilating air passages or by dissolving obstructive mucus
secretions, and intermittent positive-pressure breathing apparatus for severe
respiratory distress. Research continues on other ways of ameliorating the
symptoms and complications of black lung disease.

Prevention

Prevention is the only known way of controlling black lung disease and, as
studies in Great Britstn have demonstrated, is quite effective. This is
accomplished by reducing dust levels in working environments, and limiting the
duration of exposure to dust. Specific measures include the use of dust monitoring
systems; wetting practices, air filters, dust masks and other equipment to
collect or suppress dust at its source or remove it from the atmosphere;
improved ventilation systems; rearranging work shifts to reduce individual
exposure to particularly dusty environments; periodic X-ray examinations and
pulmonary function tests to detect the disease in its early stages; and other
screening tests to identify Job-applicants and others who are especially
susceptible to the disease. People with an hereditary deficiency of the
enzyme alpha-l-antitrypsin are more likely to develop black lung disease,
in a particularly severe fors in terms of both the earlier onset and relatively
more rapid progression of the di And, for reasons as yet unknown, workers
who have either tuberculosis or theNmatoid arthritis together with black lung
are especially prone to develop massive pulmonary fibrosis.

}'finally, anti-smoking campaigns and above-ground air pollution control
activities are (or should be) important elements of any effort to control black
lung disease. These additional airborne insults to the lungs aggravate the
symptoms and accelerate the course of the disease.

In Crest Britain, where coal' workers' pneumoconiosis was first described and
control measures initiated 30 years ago, mortality and disability from black lung
has been halved. Complete control of the disease in this country, including help
for those who already have black lung, requires extensive application of known
preventive measures and the acquisition of new information concerning the
underlying disease processes.
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Reed for Research

We need to know more oboe! the relationships between these processes, whether
they occur simulteneously or sequentially, and correlate them in turn with other
internal and environmental factors operant in the disease's several phases. Only in
this way can we hope to find a weak link in the'Chein of events that all too often
culminates In disability and death--a link that we can break with appropriate
therapy to arrest the disease process,

Current Research Efforts

The research approach outlined above is being pursued in theprincipal HHLI
grant-supported study of black lung disease. The study, conducted by Dr. Richard
L. Nasye at the Pennsylvania Stets University, is a combined clinical-epidemiolo-
eical-pathological investigation of the five or more disease processes that
constitute coat workers' pneumoconiosis. This comprehensive project, now in its
eighth year at a current annual funding level of $78,000, will include autopsy
'Audi's of SOO coal workers, 300 miners' wives, ASO people not associated with the
coal mining industry,.and 400 rural Pennsylvanians matched for age and race with
other groups.

Though not completed, this study has already yielded interesting findings
correlating types and severities of disease manifestations with exposure to
silica dust at different mine sites and in soft and hard teals.

In separate studies, Dr. Nseye and other NNLI grantees, including Dr. tdvard
A. Csensler at Boston University School of Medicine, have confined that respiratory
impairment and functional disability cannot be determined with any degree of
accuracy from chest X rays, even though X rays are capable of accurately detecting
the presence and progression of dust deposits, fibrosis, and other tissue changes
associated with the pniumoconloses. The finding reflects the composite nature of
black lung diocese and the fact that each of the multiple disorders comprising
the disuse may vary in incidence and seoerity from one patient to another.

Health Education

Because health education and public information are key elements in any effort
to combat a public health problem, the NNLI recently published a 16-page illustrated
brochure that describes the various dust inhalation diseases, including black lung,
and outlines the causes, symptoms, diagnosis, prevention, and treatment of the
pneusoconioses.
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VENEREAL DISEASES

Obligations stn thousand!'

Public Health Services

421 1972 1211
1474

Estimate
1975

Estimate.

Center for Disease'Control $12,134 $28,230 $31,340 $31,340 $32,533

National Institutes of
Health

National Institute of
Allergy and
Infectious Diseases ASS 410 2,200 2 200

Total 12,262 26,665 32,545 33,540 34,733

Venereal disease is one of the most serious and insidious health problens
confronting the United States today. Reported cases of gonorrhea have been
increasing yearly at the alarming rate of 10 to IS percent, while the number of
infectious syphilis cases reported in 1972 was three percent higher than in the
previous year. Late $n FY 1972, primarily through increased project grant
appropriations, syphilis. control programs throughout the country were intensi-
fied, and reported syphilis incidence has once again begun to level off. During
the first 3 months of FY 1974, early infectious syphilis cases were down .4%
compared to the 68E4 period In FY 1973. A nation-vide attack on gonorrhea,
implemented late in FY 1972, is resulting in the identification of large numbers
of women with gonorrhea, most of whom hove no noticeable symptoms. Because of
this casefinding activity, female cases were up 22.51 during the first 3 months
of FY 1974; male cases appear to be leveling off. As the "bidden" reservoir of
asymptomatic disease is reduced, it is expected that reported cases in both
sexes will decline.

Reiearch activities are carried out primarily through programa of the
Center for Disease Control and the National,Institute of Allergy and
Infectious Diseases. Research priorities include the development of improved
diagnostic and screening methods for gonorrhea, and studies related to the
immunology of both syphilis and gonorrhea. A comprehensive program of both
basic and applied research in these areas is being carried out.
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Crffillt FOR DISEASE CONTROL

Sine( the early 1930t8, venereal disease control efforts have been a
continuously shared responsibility of all levels of government. These
control efforts over the years have had a profound impact upon the prevalence
of syphilis. Total reported cases of syphilis decreased from a high of 575,593
eases in FY 1943; to 90,609 cases in FY 1973. The treatment of. large numbers
of syphilis eases has fesulted in a significant decline in congenital syphilis.
and the lets sequelee of syphilis. for the years for ;hich coeperahlt data
are available, yeported cases of congenital syphilis de.lined 852, infant
deaths due to syphilis declined 99%, deaths among adults due to syphilis
declined 872 and first admissions to mental institutions with syphilitic
psychoses declined 982.

SWIM'

The reported incidence of syphilis has fluctuated through the years.
During the 1940'., reported cases of infectious syphilis rose sharply,
.reaching a peak of 106,539 cases in FY 1947. During tbe. following 10 years,
the incidence declined 942 to a low of 6,251 cases. With reduced Federal
.,support, reported cases of infectious syphilis increased 6.61 in in, 1958. This
...mall increase was followed by dramatic increases, and by 7/ 1962, reported
cases of infectious syphilis had increased by sore than 2002. Syphilis control
efforts, with major emphasis on case prevention, were intensified in FY 1962.
however, cases continued to increase, reaching a high of 23,250 cases by
FY 1965. Beginning with 1966, cases declined by almost 1,000 annually until

'1970, when they again began to increase., The 24,080 cases reported in FY 1973
'represent an increase of 1,080 cases (4.52) over 1972 and are the greatest
number of reported infectious syphilis cases since 1950.

Thus, while the overall level of syphilis and the occurrence of serious
manifestations of the disease have been dramatically reduced, there remains
the challenge to reduce the occurrence of new cases. Programs today are
being directed toward the prevention of new cases, as measured by the trend of
cases in the early infectious stage, to prevent a return to the 1930-1940 era
when there were large numbers of people with long -term and debilitating disease.

Gonorrhea

The reported incidence of gonorrhea increased rapidly during the 1940's,
reaching a peak of 400,639 in FY 1947. With the introduction and wide use of
penicillin, gonorrhea declined gradually reaching a low of 216,476 cases in
FY 1957. Reported cases began to rise again in FY 1938, and this trend has
continued. The 809,681 cases reported in FY 1973 represent a 12.72 increase
over the 718,401 cases reported in FY 1912, and is the highest reported
incidence since the collection of national data began. When underreporting
and underdiagnosis of cases are, considered, the true incidence of gonorihea
is estimated at 2.5 million cases annually and the prevalence of disease
among females is estimated at between 600,000 and 800,000. Gonorrhea continual
to be reported most frequently from large urban areas; cities of 200,000 and
more population, which constitute 281 of the total population, accounted for
over 562 of all reported cases during FY 1973. For FY 1973, reported cases of
gonorrhea alone females numbered 304,975, en increase of 36.32 over the
223,749 cases reported in FY 1972.. During this sane period, cases of
gonorrhea among males rose only 2.01, the loweet rate of inertiae aeon sales
in the past decade. The difference in rates of increase between males and
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females is attributed to the impact of gonorrhea control effort, begun
nationally in FY 1972,

Age-specific rates for intectious syphilis and gonorrhea show the age
groull 20-24 to be at the greatest risk of acquiring disease. Among gonorrhea
patients, the 15-19 age group Is the second highest risk group, while for
syphilis victim., it is the 25-29 age group,

Statistics

With infectious syphilis at its highest repOrted level since 1950 and
gonorrhea at the highest level ever reported in the United States, major .

esphacis continues to be placed upon the development and implementation of
control programs for venereal disease. Particular emphasis is focused on
disease intervention activities as the'preferable and cost-beneficial strategy
offering the best means of rapidly reducing the incidence of these diseases.
The major control program areas focusing on disease intervention activities
ire; (1) screening, by bacteriologic culture, high-risk female populations
for gonorrhea; (2) syphilis surveillance through the serologic screening of
age groups and specific population segments; (3) the application of the epi-
demiologic process to all infectious and potentially infectious syphilis
patients and to male cases of gonorrhea diagnosed in public clinics;
(4) educational efforts directed toward communicating pertinent venereal
disease facts to people at risk, with the objectives of preventing exposure
or re-exposure to infection and influencing infected individuals to seek
early diagnosis and treatment; and (5) the active involvement of the private
medical community in all aspects of venereal disease control.

Screening programs for gonorrhea during FY 1973 caused 4,939,592 culture
specimens to be obtained from females, of which 242,276 (4.9%) were found to
be positive for gonorrhea. During the first three months of FY 1974, gonorrhea
screening programs obtained culture specimens from an additional 1,833,958
females, of which 88,210 (4.8*) were positive for gonorrhea. Although the
positivity rates were highest (19.8%) among venereal disease clinic patients,
only 11% of all test specimens were obtained in such clinics. Some 89% of all
teat specimens were obtained in settings other than venereal disease clinics,
and in these settings, positivity rates ranged from a low of 1.4% among
female dependents of military personnel to a high of 5.9% among enrollees in
manpower training programs. Private physicians obtained test specimens from
494,529 females, of which 10,589 (2.1%) were positive for gonorrhea.
Provisional data for October, November and December 1973 indicate that
1,844,459 additional specimens from females wale obtained from participating
facilities, of which 4.8% were positive for gonorrhea. In addition to screen-
ing efforts, gonorrhea control activities include the application of the
epidemiologic process to male patients who voluntarily seek medical attention.
During the first three months of FY 1974, 24,159 named sexual contacts were
followed and provided bacteriologic cultures for gonorrhea. Of these
cultures, 8,888 (36.A%) were positive for gonorrhea. This process complements
screening activities by providing for the broadest possible medical coverage
for high-risk females. It is estimated that this combined effort will result
in the prevention of more than 100,000 new cases of gonorrhea during FY 1974.

Case detection and surveillance activities of the syphilis control
effort tested an estimated 40 million persons fof syphilis during FY 1973.
Of these, 1,100,000 had reactive test results, and over 66,000 were identi-
fied as infected with syphilis. Application of the epidemiologic process to
infectious syphilis cases resulted in the medical examination of 47,831 persons,
of whom 7,162 (15%) were brought to treatment with previously undetected
syphilitic infection. It is estimated that epidemiologic efforts alone will
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result in the prevention of 2,700 new cases of syphilis in FY 1974.

Control Efforts

intensified syphilis control efforts, designed to reverse the trend of
increasing syphilis incidence, have been implemented. Data from the first
quarter of FY 1974 show s rate of decrease in incidence of 0.41 over the
previous year and suggest that these intensified control measures are
beginning to take effect. Other program activities being intensified
include the areas of clinic services, program evaluation methods, disease
intervention tools, and consumer involvement.

'Demise the population is extremely mobile and a high rate of interstate
and internationa,transmission of venereal disease occurs, control program
efforts are directed at ensuring a rapid exchange of vital epidesiolngic data
among states, local health departments and international jurisdictio.
During FY 1971, more than 12,000 sexual contacts to known syphilis cases
resided in areas other than those in which the original patients received
treatment and 9:22 of the contacts examined were found to be infected with
syphilis. To insure the examination of the more than 700 contacts to
infectious venereal disease named annually who reside outside the United
States, all State and local health departments rely upon the CDC to process,
.translate, forward and feed back the results of exchanges with more than 60
international jurisdictions.

A Venereal Disease Communications Plan, providing the formal framework
for a national information-education program, has been developed and
implementation has begun. This plan consolidates objectives and message
parameters to the general public, people at risk, health providers, physicians,
members of organized groups, and to individual volunteers. The objective is to
change attitudes and.behavior in order to increase self-referrals for
diagnosis and treatment and to permit health care providers to conduct
appropriate programs involving screening, contact tracing, diagnosis, and
treatment. As a part of this educational effort, an informational inter-
change has been initiated. Prototype materials developed by the CDC and
educational materials, ideas and programs collected from State and local
health departments, have been distributed throughout the country.

A national survey is underway of the extent and characteristics of
venereal disease education in schools. It is designed to study a representa-
tive random sample of public and private schools within each State to determine
the extent to which venereal disease education is provided as part of class-
zoom,instruction. It will identify where such programs exist, describe their
characteristics and identify the populations they serve.

Volunteer organizationspre being equipped through training with the
needed tools to develop broad-based citizen participation in programs
designed to eliminate venereal disease, This training effort is designed for
(1) motivate volunteer organizations and individuals to work with State and
local health departments in organizing community resources and talents to
focus on VD control efforts; (2) expand efforts to promote and coordinate
activities of national organizations and agencies which have the potential
for local impact; and (3) train leaders with emphasis on the importance of
getting together at the community level with representatives of all other
organizations and with representatives of media, business, health, and
education to develop a coordinated attack on venereal disease.
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Is the past decode, venereal disease control emphasis to the private
medical community has been directed solely to informing them of the program
to control venereal disease, to elicit their cooperation in case reporting
and in the epidemiologic process, and to provide current information on

.

diagnosis and treatment. The current 'Program runtimes to urge physicians
to diagnose appropriately, treat effectively, and participate in the
epidemiologic process. However, emphasis is being placed on encouraging
physicians to use their influence to increase the availability of diagnostic
and treatment services, to support the inclusion of venereal disease
instruction in medical school curriculums, and to marshal local support and
acceptance of venereal disease control efforts.

.

In addition to its responsibility in the implementation of national
control progress, the Center for Disease'Control plays an important national
role in conducting and stimulating venereal disease research. The Center
continues to be deeply involved with studies of disease epidemiology and
control program methodologies, and with clinical and basic venereal disease
research.

Research

The Center has made significant contributions to the understanding of the
basic bacteriology end immunology of venereal disease. These contributions
ate in addition to its significant role in the quality control and production
of reagents, diagnostic tests development and proficiency testing. Basic
research accomplishments in past years include development of o standard
selective medium for N. gonorrhoeae (Thayer-Martin); discovery and description
of virulent Types I and II colonies of N. gonorrhoeae (source of gonococcal
Pill); measurement of in vitro antibiotic susceptibility of N. gonorrhoea° from
1950 to the present; and the development of specimen transport systems for
N. gonorrhoea*.

Research in syphilis serology has led to the development of the FTA-ABS,
?TA -10, and the adaptation of the icrohemagglutinstion tests. Research
bacteriologists at the Center were the first to establish both gonococcal and
syphilitic infections in laboratory. animals. These models are the basis for
advances in the understanding of the pathogenesis and immunology of these
di

During FY 1973, the Center continued to stimulate interest in venereal
disease research through presentations at scientific meetings of medical
societies and of researchers in specialties and disciplines which touch on
venereal disease, less formal presentations to ongoing physician education
groups, communications with scientists to review research protocols and to
stimulate young investigators'to enter the field, supporting studies directed
at solving specific control program problems, and by serving as a focus for
research activities related to venereal disease.

Control program efforts for gonorrhea cannot succeed without the
availability and utilization of effective treatment. In order to provide
this necessary tool for control, the Center, through nine geographically
representative areas, monitors the clinical and in vitro effectiveness of
existing antibiotics for the treatment of gonorrhea. This effort tecludest
the evaluation of existing and new antibiotics, alone and in combination;
the study of the mode of action, toxicity, and the development of resistance
to certain antibiotics; a monitoring system to detect the emergence of
resistant strains; and the development of improved assay methods for antibiotic'
susceptibility and blood levels. The results of these studies are analysed
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by the Center and an ad hoc therapy committee, and recommendations are
transmitted to State and local program areas.

in order to improve the quality of available laboratory dtsgnostic
service' for gonorrhea, a ptoficiency testtng program has been developed and
implementation has begun. This program is designed to monitor the proficiency
of laboratories in States that perform gpnorrhea diagnostic testing. During

the initial mailout of specimens, 944 of the laboratories Involved in the
national screening effort participated in this program.

helloing that expanded research in the clinical area is essential to
answer the multitude oroutatindins diagnostic and therapeutic questions
relating to gonorrhea, the CDC coordinates a wide variety of clinical
investigations,the initial and priority thrust of which is directed toward
gonorrhea in the female. These ongoing studies are designed to complement
efforts In basic research by ptoviding a field laboratory for new techniques
as well as a source of clinical materials for research laboratories, The
Center continues its involvement in the serological screening of seleited
populations, serological test evatuattona, therapeutic trials, investigations
of the long-term effecta of illness and therapy, definition of particular risk
factors in host-pathogen interactions, evaluation of major control efforts, the
study and improvement in clinical services and other related areas of
clinical research.

Syphilis research continues to focus on cultivating Treponema paltiefwm
in vitro. This accomplishment is necessary for the refinement of serologic
tests, the development of a syphilis vaccine, and the expansion of knowledge
about the pathogenesis of syphilis. Studies are being conducted in the growth
of r. pattictum in a hemodialysis system, using various animal models, and in
the development of a defined medium for the in vitro growth of P. pntlich0.

With a marked increase in the number of anecdotes concerning positive
PTA -ASS tests in patients So whom syphilis was considered unlikely and in
whom none of the factors thought to be associated with "false-positive"
PTA -ASS reactions could be documented, the Center has begun to define and
quantitate this phenomenon.

!due/kilo%

Data are rapidly accumulating to suggest that other sexually transmitted
diseases are growing in importance and require further attention and definition.
The three most important of these diseases are nonspeeific urethritis, genital
herpet, and trichomoniasts. The Center is vigorously pursuing the development
of comprehensive diagnostic laboratory procedures for venereal disease
diagnosis, irrespective of cause; the identification of the spectrum of agents
most commonly responsible for nongonococcal urethritis; the identification of
the infectious etiology of penile utter/atone; and the development of rapid
diagnostic tests for herpes.

Center behavioral research efforts are directed toward studying patient
responses to disease preventive measures, to public venereal disease clinics,
to mass and individual education efforts, to infection and reinfection vlth
a venereal disease, to participation in the epidemiologie and control pro-
tases, and to involvement in the venereal disease -prone population.

The stops being taken now and planned for the future will ensure the
development and implementation of a fully operational national program for
the control of venereal disease. in conjunction with the regional offices,

,national leadership and technical assistance will be provided to increase
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the effectiVeness of venereal dieease control Warm by refining dificaso
intervention techniques. Syphilis epidemiology, designed to achieve a tepid
decrease in incidence through interruption of disease tranttrieslOn, will
continue to be a major component of this overall control strategy. Poi.,

denioloay applied to gonorrhea patients will broaden the screening net for
infected females, will discover osymptosatie male As well as female cases,
and will emphasise patient involvement In the entire process,

Educational efforts will continue to be directed toward communicating
pertinent venereal disease facts to persons at risk, particularly youth,
With the objectives of preventing exposure or reexpoeure to infection, and
of having patients recognise the need for referral of their sexual contacts
to medical cotro. 'Through educational efforts, the private medical community
viii be encouraged to participate in all aspects of the venereal disease
control effort.

Summau

Expended CDC research efforts will be directed to laboratory diagnostic
techniques, immunology. and drug susceptibility of the gonococcus. Laboratory
diagnostic techniques will include, in addition to new cultural and serologic
techniques, the development and improvement of media and specimen transport

.system, diagnostic techniques for use by the private'physicien, rapid cons
Streatory methods of identifying N. nano:441°4as, a rapid elide method of detect-
ing soluble components of N. ponorrhoecre, and a method for the rapid diagnosis
of gonococcal arthritis and other causes of arthritis by gas-liquid chromato-
graphy. Research in gonorrhea immunology will include colony typing systems to
support epidemioloeic investigations, serologic procedures, identification of
virulence factors and mechentles of pathogenicity, host responses to complicated
and uncomplicated gonococcal infections, expanded animal model studies of
gonorrheal immune mechanisms, and a vaccine against gonorrhea,

The Center will continue to play its role as a primary focus for
operational research aimed at the practical application and evaluation of
newly developed techniques in venereal disease control. iiith the rapidly
expanding marketing of reagents, media, transport systems, packaging of
products, etc., efforts will be directed toward the establishment of evalua-
tion methodology, This evaluation will take the form of ongoing quality
control procedures for currently available and new products, and a periodic
dissemination of evaluation results to consumers of these diagnostic pro-
ducts. Molts to evaluate newly introduced diagnostic systems All entail
the followings (I) en in-house evaluation of the new system, (milting in
a recommendation to proceed with field trial; (2) a field trial at the
producer's expense with CDC input into the study design, protocol and sits
of study; and (3) a CDC conducted field trial with careful attention to
quality control of both medium and system. This evaluation scheme will
be so designed that progress through these three phases will be dependent
upon the merits of the new diagnostic system. Once a product has progressed
through this scheme, the results and recommendations from the study would be
published and disseminated. Guidelines for the implementation and use of
the evaluated system will be developed and provided to State and local control
programs.
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National Institute of Allergy and Infectious Diseases

Gonorrhea

Gonorrhea is Caused by a parasitic bacterial microorganism known as the gono-
coccus. The scientific name is Neisseris gonorrhoea.,

the incubation period of the gonocOttus in humans is between two and eight days
after exposure by sexual cOnticti however, symptoms sometimes may not appear until
much later. In fact, 80 percent of all infected females may have no apparent symp-
toms of the disease. Recent studies also indicate that the prevalence of symptom.,.
free gonorrhea in sales is much higher than had been suapected and may be one rea-
son for the current uncontrolled spread of the disease,

in males, the typical onset of gonorrhea le an acute, purulent (with pus) in-
faction of the urethrs (the canal carrying urine from the bladder). In adult fe-
males, infection of the urethra and the cervix (the entrance to the womb) is usual,
In newborn children, a purulent infection of the ayes is sometimes acquired from
an infected birth canal in the mother and may cause blindness unless properly
treated. Complicated sonococcal infections often cause sterility, urinary obstruc-
tion, arthritis, or inflammation of a lining of the hurt.

Although the gonococcus was first described in 14179, virtually nothing has
been known about its basic biology. for instance, what are the best requirements
for growing gonococci and differentiating them from other organises? This informa-
tion is important in isolating and transporting the organism. In many areas of the
United States, laboratory facilities for diagnosing the disease era not available
and clinical specimens must be shipped long distances.

Thayer-Martin medium -- the nutrient system most often used by laboratories
for isolation and transport of clinical specimens -- has two drawbacks. Unusual
forms of the gonococcus do not @Ways grow in this medium and the antibiotics it
contains are not always effective in preventing the overgrowth of contaminants.
Both deficiencies can result in a false negative culture and misdiagnosis.

One of these drawbacks of Thayer-Martin medium has been overcome to some ex-
tent by work of a MAID grantee, Dr. Donald Rays at the Medical College of Penn-
sylvania. 4 developed an Laproved medium by substituting the antibiotic, aophO-
tericio B, for one of the components io the medium. lie found that asohotericio
inhibited the growth of Candid. albicane -- a ubiquitous organis that often over.,"
growe cultures -- without interfering with the growth of the gonococcus..

Similarly, Dr. S. Wesley Catlin, an Institute grantee at the Medical College
of Wisconsin Le Milwaukee, developed a new, defined medium that supports luxuriant
end selective growth of the gonococcus, The medium can be used to grow organisms
in 99 percent of all clinical samples.

As a follow-up, Dr. Catlin developed a unique and practical method for classi-
fying gonococci. The technique, which is called "suxotyping", is a means of dif-
ferentiating clinical strains of /hisser!. gonorrhoese based on their growth or .

absence of south in each of 10 chemically defined culture media which contain or
lack selected nutrients. On the basis of the patterns of gonococcal growth re-.
sponsea in these media, she distinguished 24 different auxotypes of gonococcus.
Auxotyping is s potentially valuable tool for the epidemiologist interested in
tracing the chain of infection at the community level, since, presumably, people
who taught the infection from the same person would have the same suxotype.
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b_istancs. Penicillin was first (Hied against onortiwn
to 194Siid-Wiiitiilthi-Priferred treatment. However, by 1951, physicians we
reporting treatment failures with penicillin, largely due to mistime gonococci.
10 March 19/2 the recommended dose of penicillin was raised to e new peak of 4.8
million unite, a doubling of the formerly recommended concentration. Even with the
new dose., there are still patients who are not cured by penicillin or who have
penicillin-resistant stralos.of the organism.

Then, too, difficulties exist for the gonorrhea victim who is allergic to peni-
cillin -- about two percent of the United States population. A semi-synthetic anti-
biotic, tetracycline, was formerly preferred for treatment of penicillin-sensitive
persons. However, many tetracycline-resistant strains of gonococci have emerged
and new antibiotics are being tiled. Some experts eiltieets that SO percent of the
gonococcal isolates in this country are resistant to these "second line" antibiotics

Streptomycin, spectinomycin, kenomyein, end tetracycline. Many gonococcal
strains are also resistant to multiple drugs.

Several MAID swim and other scientists currently are studying the when-
1814 by which the gonococcal organisms develop resistance to antibiotics. A MAID.
supported invsatisator, Dr. P. Frederick Sperling at the University of North Caro-
lina School of Medicine,, has been studying the basis of drug resistance in the
gonococcus. $y working with mutants -- strains of the gonococcus whose genetic
material has been altered -- Dr. Sperling found that resistance to each antibiotic
is controlled by several independent, but closely linked, genes within the chromo-
some of the gonococci. He also found another gene, pnreleted to the others, which
is responsible for development of resistance to multiple drugs, including many of
the antibiotics which are used to treat the disease. These,findings imply that mul-
tiplcantibiotic resistance may have a common genetic basis and prevention of fur-
ther resistance will not necessarily be achieved by use of combinations of drugs.
This work was confirmed by another NIAID grantee, Dr. Leonard Zubreycki at Temple
University School of Medicine. Cootinuing studies may aid scientists develop new
treatments to prevent emergence of resistant strains or that will be more active
against existing strains.

Dr. Sperling is also studying how altered genetic information, which confers
resistance, can be transferred between the organisms. He found that transfer of
genetic information takes place rapidly and efficiently when gonococci are held in
close contact for 24 hours or more in test tubes. Transfer of genetic material
between strains might conceivably occur by this mechanism in the human body, thus
explaining how formerly nonresistant strain. become resistant.

J. -phase Variant.. A different approach is being taken by Dr. Zell A. McGee,
a NIAID grantee at Vanderbilt University Medical School. He exploits the fact that
certain bacteria are not actually killed when exposed to penicillin, Instead, they
merely lose their rigid, shell-like cell walls and continue to multiply as tiny,
virus-steed microbes called L-phase variants. Since penicillin acts by preventing
cell wall formation, it does not harm the defective variants. In feet, L-phase
gonococci with defective cell walls can survive and multiply in the presence of
1000 times the concentration of penicillin that kills the usual bacterial forms.
A further complication is that L-phase variants may be undetectable by routine cul-
turing techniques,

In the first phase of his studies, the Vanderbilt scientist successfully de-
veloped a medium for growing gonococcal L-phase variants. Using this medium, he
found that if gonococci formed L-phase variants which then reverted to the parent
bacterial form, the reverted gonococci -- on re-exposure to penicillin -- formed
L-phase variants more easily and in greater numbers than the original organism.
These findings could have important implications in proscribing treatment for gonor-
rhea, since they imply that repeated exposure to penicillin may further increase
the resistance of already resistant strains.
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Another contribution to'the,study of antibiotic resistance tomes from
Dr. Catlin. Using aqxotyping, she can dietingulsh between those pattento who are
truly penicillin treatment failures and those who have factually been reinfected.
She found that auxotypes (strains of gonococci) repeatedly isolated from true peni-
cillin failures are always the sane before and after treatment, whereas the MOW
types may be different in patients who have been reinfrcted. This technique should
enable physicians to treat patients more efficiently, since, frequently, patients
who are actually reinfected are thought to be penicillio treatment failures and are
given alternate, less effective antibiotics.

6

'The recommended dosages of antibiotics for treating gonorrhea are now close to
the maximum that can be administered on en outpatient basis. Thus, future increased
drug resistance cannot be couhtered by further increases. for this reason, it
would be useful if some laboratory method could be employed to determine which
drug will be most efficient for each patient's gonococcal strain. Such a test was
developed by Dr. Zubraycki. The test is a variation of the "disc susceptibility
'technique". It involves pledng various strains of gonococcus on gar plates.
Than, small round discs of antibiotics are placed on the plates and where the gono-
coccus are killed by the drug, a clear area results, which can be measured. The
site of the clear area is a reflection of the susceptibility of the gonococcus to
the antibiotic in question. the test Is reproducible and sensitive. Net only
should it be applicable for clinical use, but it should also prove to be a useful
research tool for testing gonococcal isolates foe multiple antibiotic resistant'.

Croupint Gonococci. The current impression among physicians and scientists is
that immunity to the gonococcus is probably j acquired following natural infec-
tion, because repeated attacks of gonorrhea occur in many patients. tarty and ade-
quate treatment of gonorrhea probably interferes with the development of immunity,
but even before modern antibiotics WITS available, repeated attacks were common.

One of the first steps in studying immunity to the gonococcus is to determine
whether repeated attacks of gonorrhea are due to the same or different strain, In
the pest, attempts to classify the gonococcus by blood properties (serologically)
have been beset by technical problems, in part, because of the biological complex-
ity of the organism. Recently, 4 British scientist classified most strains of
gonococcus into five serological groups, Adapting her techniques, Dr. Robert W.
Quinn, a NUM-supported researcher at Vanderbilt University School of Medfcint,
developed a similar, serologic test that depends upon precipitation of gonococcal
antigens (those substances that induce the formatioof antibodies) with specific
anthers (antibodies prepared in response to specific antigens). Antibodies are
the normal protective substances made by the body in response to invading organisms.
Almost all of 300 strains,which he has tested to date fall into nine groups. The
most common group is one ha designated A. It appears that the great majority of
strains of gonococci recovered in Nashville during an epidemic situation belong to
group A. This is similar to the situation for diseases such as polio or influensa
where epidemics are usually caused by the same typo of organism. Dr. Quinn also
found that strains sent to him from other cities in,the United States belong to
group A.

This technique could be used to determine the distribution of different *tiling
of gonococci in different cities, states, or countries. It would also be valuable
in helping determine whether repeated attacks are due to same or different strains.
Such studies are intimately related to vaccine development, since, If a vaccine is
to be developed, scientists will have to know whether or not humans develop immun-
ity to specific strains, Dr, McGee at Vanderbilt is collaborating to these studies
with Dr. Quinn.

A different approach to the problem of typing is being Wren by Dr. Ivan Gold-
berg at University of Kansas Medical Center. Me and his colleagues are looking for
bectoriophages -- viruses that usually infect and destroy only certain strains
within one species of bacteria. They have improved methods for detection of bac-
teriophages although they have not yet found one that infects the gonococcus. They
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are also developing a technique to modify a bactetiophase of a related organise so
that it may be Able to infect the gonococcus.

The existence of a set of "typing phases" for the gonococcus would enable the
investigator to easily distinguish one strain of the organism from another. A phy-
sician could use such a typing system to distinsuisl, between treatment failures and
feinfections. An epidemiologist could use the system to determine whether a strain
exhibiting a vary high divee of resistance to penicillin was derived from attains
already present in this country or whether it was brought in from abroad.

A nogel approach in typing -- that combines studies of the basic structure of
the organism with an epidemiological approach -- is being taken by Dr. Emil Cotsch.
Itch at Rockefeller University. Like many bacterial organisms, the gonococcus has
a cell wall consisting of two rembrenee. Dr. Cotschlith and his colleagues have
Successfully separated the two membranes and identified six Proteins in the outer
membrane. Of these, they found one which induces the productioteof antibodies.
They suggest a typing system based on the major outer membrane proteins may be use-
ful in epidemioloaic studies.

Structure end virulence of eonocoecj. In the last three years, there has been
a literal rebirth in knowledge about the structure of the gonococcus.

Conococct are divided into four types on the basis of the way they look and
grow in laboratory culture medivn. Scientists had observed that of the four types
of gonococci, only types 1 and 2 appeared to be "infectious" or "virulent" strains,
whereas types 3 and 4 were not usually associated with disease. The reason for
this difference in virulence appears to be associated with the presence or absence
of submicroscopic, hair-like appendages on the surface of the gonococcus. These
appendages are called "pill" and were discovered independently by a Swedish scien-
tist and a MAID grantee, Dr. John Svansoo, now at the University of Utah Medical
Center. By electron microscopy, Dr. Swanson clearly showed that pin enhance the
ability of type 1 and 2 gonococci to attach to certain types of human cells. This
Suggested to him that pill- bearing organisms -- because they attach themselves so
securely to cell walls -- can survive normal "flushing" by urine or Other body se-
tretioncof the cell-lined surfaces susceptible to gonorrheal infections, such as
the urethra and the uterine cervix. In contrast to these findings, Dr. Swanson
was unable to find pill on the noninfectious (avirulent) strains 3 and 4.

Continuing his studies on the role of pill in causing disease, Dr. Swanson
has been studying the interactions between gonococci and human leukocytes. Leuko-
cytes are white blood cells which help protect the body against disuse by engulf-

' ing and destroying foreign organisms. Dr. Swanson suspected that pilated gonococci
would exhibit less attachment to end ingestion by leukocytes, since this would ex-
plain how the organisms are able to evade the defending cells and cause disease.
Surprisingly, he found that piloted gonococci do not always act In the expected way,
sad, sometimes, nonpilated forma exhibit less attachment to leukocytes than Witted
forms. tie also determined that the attachment of gonococci to leukocytes is med-
iated by a bacterial surface substance. The significance of these findings as they
relate to disease-causing properties of the organisms is under investigation.

Is other experiments, Dr. Swanson discovered that the gonococci behave quite
differently from other types of bacteria with regard to their interactions with
leukocytes. For instance, moat other bacteria -- in the presence of antibodies
(the normal protective substances made by the body in response to invading organ-
isms) are taken up more rapidly by leukocytes. It is the-presence of such
antibodies that helps confer

rapidly
to a disease. Dr. Swanson found that the

presence of antibodies to pill or to the whole gonococcus organism decreased the
uptake of gonococci by leukocytes. These findings say be important in understand.
int the seeming lack of immunity of man to repeated gonococcal infection, since they
imply that antibodies alone may not be sufficient to confer protection.
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Screening tuts. Discovery of the pill was an important step 'epilog to the
development of a promising serologic (blood) test for gonorrhea. Currently, the
only reliable test fdr gonorrhea is an expensive, time- consuming procedure.

A new, extremely sensitive test was developed by Dr. Swanson and two other
NLAID grantees, Drs. Thomas Buchanan and Emil Colschlich of the Rockefeller Univer-
sity. The procedure involveit analysis of a blood sample for the presence of anti-
bodies to the pill and is called nradioirmunoessay". Veins this technique, the
Rockefeller University scientists examined blood samples of a great number of people
and astablphed that intectioe with gonorrhea does give rise to antibodies, In

melee with urogenital infection, the level of antibody differed somewhat from a
population of normal males, but s large portion of the two populations overlapped,
so that this teat, in males, is extremely limited as a practical diagnostic tool.

In females, howiver, both those with symptomatic and asymptomatic infection,
the results were more encouraging. Women with urogenital infection produced a much

.higher level of antibody in response to the disease and there was little overlap in
antibody levels between normal and infected women. Dr. Buchanan believes the test
will be particularly valuable in detecting asymptomatic women who give negative cul-
tures. He believes that the combined use of cultures and a measurement of antibody
level to the pill would significantly in , and, perhaps even double, the pre-
sent rates of detection of gonorrhea in women

Animal models and the infeeeiousprocess A roadblock in gonorrhea research is
that gonorrhea Infections occur naturally only in humans. Understanding of the
disease is dependent, therefore, on animal models in which the gonococcus organises
can be experimentally grown, tested, and studied.

Scientists are now a step closer to finding an ideal animal model as a result
of NtA1D-supported research by Drs. Buchanan and Cotschlich. Using the chick embryo
as their model, they confirmed, for the first time in an animal system, thecorre-
Wien that exists in human beings between types of the gonococci and their ability
to cause infection.

Experimental gonorrhea infections have also been established in chimpanzees
and rabbits. In the laboratory of Dr. Alvin E. Friedman -Kien, a SLAM grantee at
New York University Medical Center, scientists induced a superficial Infection In
rabbit eyes with virulent strains types 1 and 2. This provides investigators with
so experimental model for studying the infectious process in the intact animal.
These studies are expected to aid in understanding the nature of the host mechanisms
involved resistance to infectious and noninfectious types of gonococcus.

Dr. Friedman -Xien also studied the effect of interferon -- a natural antiviral
substance which renders cells resistant to virus infection -- on the multiplication
of gonorrhea in culture systems. lie is currently trying to determine if high
levels of interferon can protect or treat the rabbit eye from experimental infection
with gonorrhea. This model should also prove useful in evaluating'the efficacy of
antibiotics and other chemical substances on treating or suppressing infection with
N. gonorrhocee.

immunity. Much remains to be learned about how can forms antibodies and de-
velop, an immune response to the gonococcus organism, if he does, in fact, develop
one. Basic studies must be undertaken before vaccine development can take place.
Of importance is the role tliat Iota antibodies secreted at the initial site of in-
fection play in immunity. These antibodies are called secretory immunoglobulin A
(IgA). The tole of IgA in venereal infection is beinestudied by Dr. Alexander J.
Winter, a MAID grantee at Cornell University.

Syphilis

Syphilis is caused by Treponemipallidul, a spiral-shaped, spontaneously -,
moving bacterial microorganism known as a spirochete. Like gonorrhea, syphilis is
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acquired through sexual intercourse with a person in the infectious stage. Syphilis
say also be acquired by an unborn child from an infected mother.

There are several stages of syphilis. In the primary stage, the first symptom
is a small sore at the site of 'election that may appear from 10 to 90 days after
exposure. if the disease is not treated, a rash nay develop from three to six
weeks later during the secondary stag.. The rash may cover the body or appear only
on the hands or feet. Like the first stage of syphilis, outward signs of this
secondary stage will disappear without treatment, but the spirochetes begin to in-
',retie various organs in the body.

During these first two stages, the syphilis organism, are highly infectious.
If untreated, the infectious state of the disease will persist, through a stage
known as early latent syphilis, for about two years from the time of initial infec-
tion. In this early latent stage, the organisms, after a long period of dormancy,
begin their attack on the heart, brain, and spinal cord. Untreated syphilis can
cause mental illness, blindness, heart disease, and even death.

Despite hopes that syphilis would be eradicated by antibiotics, the incidence
of this infection has been increasing. Many scientists and public health officials
believe that current problems with the control of syphilis stem from a lack of
understanding of how the organism Treoopema pallidum produces disease and from
lack of immunisation procedures. In order to learn how the organism acts itself
a necessary requirement for vaccine development -- scientists must be able to work
with and study the agent outside of man, the only animal that naturally acquires
syphilis. Unfortunately, the organism has proved so elusive that laboratory culti-
vation of it in tissue culture system has escaped researchers for the 70 years that
have passed since its discovery.

txperlmental syphilis studies. At work on the problem of cultivation are
several NUM grantees. One a these is Dr. Paul H. Hardy at the Johns Hopkins Uni-
versity. Dr. Hardy is one of the few scientists throughout the world who has main-
tained an interest in syphilis research -- even during the early antibiotic era
when health authorities spoke confidently about eradicating the disease. Research
in his laboratory has been supported for the past 16 years by the HIAID. The Hop-
kins group has maintained e close association with the World Health Organisation and
has, strongly influenced treponemal research in i borstories throughout the world.
Dr. Hardy s efforts include clinically-oriented studies as well as research on more
fIndamental problems such as cultivation of the organism.

His clinical efforts have been directed at studying congenitally-acquired
syphilis in infants and young children. Using teats which detect antibodies gener-
ated by the fetus or infant, Dr. Hardy and colleague detected infante who were
infected, then cured, via maternal treatment, while still unborn, as well as in.
feats who escaped infection. Through these tests he was also able to monitor the
efficacy of treatment.

For the past few years, Or. Hardy and his colleagues have been examining in
detail several aspects of experimentally-induced treponemal infections in animals,
particularly the rabbit. His goals have been to learn how the invading spirochetes
create disease in the host and how'the host, in turn, can defend itself against
these organisms. The knowledge gained may be valuable in developing treys to pre-
vent or combat treponemal infections in man.

In other studies Dr. Hardy is trying to clarify the structural components of
1L. pallidum and related organisms. At the present time, he is working with tin-
tonere@ that do not cause disease. These organisms can be cultured and thus can
be studied more easily than the syphilis organism, which cannot be cultured. He is
also growing /. pallidum in rabbits, "harvesting" the organisms in the purest form
possible, and storing thee at extremely low temperatures. Dr. Hardy hopes to apply
the tissue culture procedures he is developing to the syphilis organism.
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Similarly, Or. Creole Canale-Pstola at the University of Msesschus.:tts is

studying spirochetes which ate related to the syphilis organism. Ho h.s concen-
trated on two common treponemes that Inhabit the human body, without causing disease.

For example, he investigated growth requirement, of Trepqnem dcnticole, found
in the human mouth. His studies revealed the nutritional requitement' of the organ -
Ws and provided an explanation of how the organism is Able to live in the host. lie

also developed a procedure for isolating mitochetel found in the huean intestine
which may be applicable to development of culture techniques for X. matter.

immunity apd Vaccine Development. Theopreventico of syphilis infection by de-
velopment of a Weft. is as extremely complex problem because the mechanisms of
immunity -- the way in which the host protects itself against invading organism --
are still not clearly understood. This is another area of research that has re-
calved renewed stimulus as a result of NIAID's special emphasis grant progras in
venereal diseases.

Hot much has been known about the colt that antibodies and cells play In the
defense mechanisms against syphilis. Basically, the human body has two types of
immunity: humoral immunity, which depends on 'antibodies that circulate in the
bloodstream and are activated against foteign materials, and cellular immunity,
which utilises various types of protective cells that can be mobilised to destroy
foreign materials. In syphilis, infection progresses through the parity and se-
condary stages despite the presence of large amounts of circulating antibody'to
the treponemal organism. This implies that the tellulkr immune system plays an im-
portant role in disease protection.

Studies aimed at elucidating, in syphilis, these two defense mechanisms have
been underway at Johns Hopkins by Dr. Hardy. He found that antibodies can'rodify
the early clinical disease in rabbits by prolonging the incubation period before the
appearance of initial sore" and by modifying the lesion' that develop. However,
he could not produce complete protection *starlet disease by administration of anti-
bodies. In contrast. in a different experiment, he found that development of
strong cellular response to advantageous to the host.

Drs. Daniel Mosher and Konrad Wither, MAID grantees at Baylor College of Medi-
cine, Houston, and the E. J. Meyer Memorial Hospital, Buffalo, N.Y., respectively,
are also studying the role of cellular immunity in protection against syphilis.
Using rabbits, they are able to manipulate the white blood cells of the host and
study the effect of the organisms in causing digitalis. Them studies not only have
application to vaccine development, but also possibly to development of an improved
diagnostic test for syphilis -- one in WO cells that have responded to the organ-
ism could be identified.

Structure of Organisms. In a different approach, MAID grantee Dr. Russell C.
Johnson at the University of Minnesota is studying the structure of treponemes in
as attempt to define the role that various components of the organism might play in
triggering immunity. Dr. Johnson developed a simple method for separating the outer
covering cr envelope of these nonpathogenic treponemes and showed that the envelope
preparation induced the formation 1 antibodies in rabbits.

When he began the study, Dr. Johnson was not certain that the syphilis organism
also possessed en outer envelope. Using the electron microscope, he was able to
photograph this structure in T. pallidute. He also demonstrated that the outer en-
velope of a similar disease- causing spirochete, Leptospirs, contains antigens which
stimulate protective antibodies. Animals which he vaccinated with outer envelope
preparations from Leptosptra were protected from a subsequent exposure to the organ-
isms. If the technique can be applied to the syphilis organism and if the purified
outer envelope of that organism induces protective immunity, progress will have been
made toward development of a vaccine.
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Another grantee, Dr. Sally Jackson at Saylor College of Medicioe in Houston, is
trying to isolate chemical substances in the suttees layers of/. which
may be responsible fo*r Ita ability to cause dimes. Other bacteeii,suth as the
con Welt/nal bacteria 4$1h prlehlq sly contain such chemicals, celled lipo-
polysaccharides (1,11). Dr. Jackson identifiedled and isolated a substance from
j. pellha that resembles Oil from other cronies.) further 'audios on the nature
of this substance should inclose. understanding of the ebehartlim by which these or-
Wiese cause disease.

9thet 1/140,41 Diseases

Most people tend to think of syphilis and gonorrhea as the oely venereal
diseases, is fact, there are other infections that are transmitted by sexual in-
tercourse.

One of the most prevalent of these infections -- per*. even more common than
gonorrhea -- is herpes virus type 2 infections. Herpes virus type 2 belongs to the
family of viruses that causes typical told sores end fever blister*. The infection
he not as Illf101101 es gonorrhea or syphilis in that it does not lead to the chronic
pain, chronic disability* and infertility associated with gonorrhea, nor does it
lead to the many tearful 'manifestations of late syphilis. However, herpes virus
infection of the female genital region does have major importance because it is the
cause of disseminated herpes virus infection of the newborn -- frequently a fatal
disease -- and also because genital herpes virus infection may, be linked to develop-
ment of cervical cancer. The National Cancer Institute 41, currently investigating
the relationship of herpes infection to cervical and other types of cancer.

Herpes infections produce acute pain and temporary disability end, unfortunate-
ly, as in all viral infections, there is no specific cure. for this reason, the
Infectious Disease Stanch of NIAID is supporting two contrattors who are studying
the effect of antiviral chemicals on herpes infection in rim If this treatment
Works in mice, the findings may be applicable to treatment of the disease in man.

Other significant venereal diseases being studied by NIAID penises include
nongonococcel venereal urethritis, chlawydiel infections, and trachoma inclusion
conjunctivitis (TRIC) infections.

Nonspecific urethritis is probably one of the most common sexually transmitted
diseases although It is not a reportable di like gonorrhea, Studies are under-
way by NIAID grantee Dr. William McCormack of Boston City Hospital to determine the
cause of this disease.

Dr. Julius Schacter of the University of California, San rrancisco, is study-
ing venereally transmitted disease caused by TRIC infections. by surveying more
than 2000 patients, he determined that ono in four men and one in six women seeking
medical Attention for genital tract infections had infections caused by a 7R1C
agent. Non-symptomatic women have a carrier rate of about five percent for TRIG
cervical infection. These studies are aimed at determining the extent of the public
health he=ard posed by these infections.

Outlook

Although new knowledge is being collected under the NIA1D grantee and contract
programs, much remain. to be learned before medical science can offer hope for ef-
fective ways to prevent gonorrhea and syphilis. Before the discovery of penicillin,
research techniques were not sufficiently sophisticated to permit many of the funda-
mental studies which are now being supported by NIAID. These NIAID research efforts
should contribute to a reversal of the present epidemic and to a general reduction
in venereal disease.
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THI MUM INFANT DEATH SMIRCH*

In the United States, the sudden infant death syndrome (810$), also knovn
4, crib death, is the leading cause of death aeons infants between the first and
twelfth months of life. it is ostioeted that about three Infants per 1,000 live
births succumb to this syndrome._ Most victims ere between the ages of one and
six months. The frequency is highest between the second and fourth months of
life.

The National Institute of Child Health and Human Development (NICND) of the
National Institutes of Health has primary Federal responsibility for research on
the sudden infant death syndrome. Other Federal programs related to 910$ involve
the National Institute of Neurological Diseases and Stroke (NODS) of the
National Institutes of Health, the National Center for Health Statistics of the
Health teeources Administration, and the Bureau of Community Health Services,
Maternal and Child Health of the Health Services Administration.

National Institutes of
Health:
National Institute of
Child Health and

1974 1975
1971_ 1971 1973 estimate estimate

Homan Development

Health Resources
Adeinittrationt
National Center for

31,800,000 33,550,000 84.106,000 34,700,000 34,700,000

*( 85,000,000)

Health Statistics "" 11,000
Health Services
Administrations
Bureau of Community
Health Services:
Hattrnal and Child
Health 10 35.000 . . 000 .410

Total 1,800.000 3,585,000 4,117,000 4,700,000 4,700,000

*1974 figures in parentheses represents 1974 base figures plus 1973 restoration.

34-029 0 - 74 - 43
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NATIONAL INSTITUTES Of HEALTH

National Institute of Child Health and Human Development

Crib death strikes without warning. In the majority of cases the baby is
apparently in good health and feeds without difficulty. While there may be
eyidente of a slight cold Orstufly nose, there is no history of serious upper
respiratory infection. The infant is placed in his or her crib for a nap or
for the night and several hours later is found dead. Following autopsy, no
cause of death can be identified.'

The sudden infant death syndrome (SIDS) is a world-vide health problem.
It occur. more frequently in males than in females, in nonwhite than in
white babies, in families of lower socioeconomic statue, in premature infants,
particularly those who had gestational ages between 34 and 35 weeks, and in
babies who had recent infections. Twins may be especially vulnerable to SIDS.
It is likely that this tendency it related to their typical lover birth weight
or shortened gestetionel period.

Most crib deaths to the United States occur in the cold weather between
November and March. Suden changes in temperature may trigger the syndrome.
The risk appears to be highest to crowded environments. Autopsies show a
high incidence of minute hemorrhages within the chest in victims who are other-
wise free of abnormal tissue changes. This may be due to a short, but silent,
terminal struggle to breathe.

Why these babies die is I.nknown. Many reasons have been offered to *s-
piels the deaths, including neurophysiologic immunologic, cardiorespiratory,
,049411040,,and .infectious disease causes. None to date has explained it tor.--
rutty. All factors believed to be associated with the syndrome appear to be
intertwined. It is not known; however, which one of the associations is moat
important,

laseerchLOblectives.An SID

beginning to April 1971, NICHD intensified its research on the sudden
infant death syndrome. The objectiv46 of this expanded effort are:

1. To increase understanding of underlying mechanises of the
syndrome.

2. To discover its probable cause or causes.

1. io 14141ntify infants at risk of becoming victims.

4. To explore preventive approaches.

5. To stimulate scientists to direct investigative efforts toward
solution of this complex problem.

6. To elucidate the impact of a sudden and unexpected infant death
on the subsequent behavior of parena6,*aiblings and the extended
family.
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7. To learn more about the management of SIDS rises in the
"hilted States and to develop guidelines for coroners, medical
examiners, and pathologists in handling these cases.

8. To provide training of scientists with interests in neurophysi-
ology, cardio-respiratory physiology, metabolic and thermoregu-
latory protease', epidemiology, pathology, immunology, infectious
disease and social psychology related to the syndrome,

9. To support interdieciplintry conferences and workshops,

10. To prepare and distribute scientific publications and public
information materials.

Seven Emphasis/ areas in SIDS Research

The N1CHD he' developed its SIDS research around seven emphasis areas:

1. Abnormal sleep patterns related to breathing and circulation
and other functions essential to life.

2. Respiratory, cardiac, and circulatory responses to such stimuli
as excess carbon dioxide in the blood or oxygen deficiency, which
may make some babies likely to die.

3. The body's system for temperature regulation and its response to
environmental conditions existing at the time of death.

4. The baby's developing immune system and how defects in develop-
ment may predispose an infant to the syndrome.

S. The distribution of the sudden infant death syndrome within the
population end characteristics surrounding its occurrence in
order to identity infants at high risk and to determine its
Causes.

6. Studies of the structural and functional changes in tissues and
organs which may be involved.

7. The psychological stresses experienced by the family and the
community when a sudden and unexplained infant death occurs.

The MICRD has sponsored a series of planning workshops to consider the
nature and scope of this problem, identify new approaches, and highlight
specific research questions in need of in-depth study. These workshops bring
together investigators with expertise in areas having direct relation to the

.

syndrome. The workshops have been beneficial in expanding the horisons of
knowledge and have attracted qualified scientists to work on the problem of
SIDS. tour workshops were held in 1972, four in 1973, and three planned for
1974. A summary report of each workshop to published.

Specific Research.Prolecte

In FY 1973 the N/CHD provided support for 72 research projects aimed at
understanding the syndrome. This included 11 grants and contracts specifically
concerned with SIDS and 61 for pertinent related studies. FY 1973 support
approximated $4.1 million compared with $3.5 million in TY 1972. Funding for
FY 1974 is estimated at approximately $4.1 million.
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The Institute's expanded research on the syndrome and staff consultations
have stimulated numerous inquiries and grant applications. In FY 19)3, 21
grant applications directly related to SIDS were reviewed by the National
Advisory Child Health and Human Development Council. Seven were recommended
for spprovalt five have been funded. Institute stiff members have communicated
with all applicants whose proposals were not approved or will not be funded, in
an effort to help them improve their applications.

In several of the workshops, tht importance of finding animal models suit-
able for research was stressed and deemed essential to an understanding of
underlying mechanisms. To implement thLa recommendation, the Institute solicited
proposals and negotiated two contracts aimed at developing animal model systems
for research.

Contract Studio;

One contract calls for a broad approach including the relationship of
genetics, infectious disease, immunologic and epidemiologic factors to onset
of naturally occurring sudden and unexplained death in kittens. The other con-
tract involves study of how the larynx and its nervous control may relate to
the arrest of breathing in fetal and newborn lambs and kittens. The investi-
gators are particularly concerned with effects of fluids such as water (with and
and without sugar) and milk on closure of the upper airway.

In June 19)2, the Institute contracted with Children's Orthopedic Hospital
in Seattle, Washington to survey current management of sudden infant death
cases in a sample of standard metropolitan statistical areas in the United
States.

Among the findings from this survey are that 1) there was a considerable
lack of knowledge about crib death among public health and safety officials,
which often resulted in a lack of sensitivity to the needs of bereaved parents;
2) there was a positive correlation between knowledge about crib death on the
part of officials involved in SIDS and the degree of supportive management
demonstrated in the handling of these cases; 3) poorer r,ople were more likely
to be handled with a lack of understanding than others; and 4) some medical
examiners had been quite sensitive to the needs of bereaved parents so that
the impact of SIDS deaths was lessened.

The results have emphasised need for broad distribution of information
about crib death to medical examiners, public safety officials, hospital emer-
gency room personnel, pediatricians, nursing personnel, and parents. The
Institute is now preparing s document to achieve this, which will be available
during FY 1974.

Yew Leads

New leads evolving from NICRD-supported activities include:

1. SIDS May be Related to Heart Rate Changes. Apnea, and Infection. All
infants demonstrate breathing irregularities during their normal sleep. A
s:ientist at the State University of New York at Syracuse showed that some in-
fants have prolonged halts In breathing (apnea) during transition into rapid
eye movement (R114) sleep--a particular period of "active" sleep which normally
occurs several times during a sleep cycle. Furthermore, this investigator found
a relationship between apnea episodes and changes in heart rate, and that in-
fections in the upper airways appear to increase the sleep-related episodes of
prolonged apnea and associated slowing of heart rate.
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2. SIDS May be Related to Lack of Sleet*. An investigator at the School of
Medicine of the University of California at Los Angeles is studying the relation-
ship of these temporary halts of breathing to patterns of steep in kittens. An .

important observation is his finding that the frequency of apnea was greatly in-
creased following prolonged periods of lack of sleep. The ability of a kitten
to vale Itself during a period of apnea was also reduced during REM sleep and
following sleep deprivation. Moreover, spontaneous twat in the larynx were
frequent during RAM sleep.

These observations ate important because a prolonged apneic period occuriihr
at a time when arousal mechanisms are suppressed could lead to a leek of oxygen
in the tissues and central nervous system depression. Such depression could
result In sudden death without pathologic findings. It is also possible that a
laryngeal spasm occurring at a time when waking up mechanises are depressed
could ptecipitate death.

3. SIDS Sep iej bey Leek Oxysten. Another investigator, at the Hershey
Medical Center of Pennsylvania State University, has demonstrated enlargement
and abnormal growth of smooth muscle fiber, in small arteries of the lung area
of babies who had died from SIDS. The findings suggest that these infants ex-
perienced long-term lack of oxygen in the lung, since such an increase is known
to be associated with oxygen lack.

4. SIDS Mar bt Related to an Abnormality in the Spin Stem. A scientist
at the Montefiore Hospital and Medical Center, New York, has proposed that an
abnormality An a past of the loVer brain stem which is involved in control of
normal breathing may cause disruption of the breathing cycle, leading to apnea
during sleep. Investigators propose to test this hypothesis by studying breath-
ing patterns and electroencephalograms (ttG's), in a group of SIDS "near misses"
infants who stopped breathing and required resuscitative efforts for survival.
These babies are thought to be potentisl victims of the sudden infant death
syndrome.

S. BIAB MAY be Rusted to lamsturittof thy Ntrytuslittbspiti csnalsoittps
Heart Function. A group of sciertists at University of Southern California
believe that there may be relationship between SIDS and immaturity of the
mechanisms controlling heart Enaction. They have found by looking at records
of babies vho later died of SIDS that the babies had a tendency toward high
levels of carbon dioxide in their systems and certain abnormalities in heart
function during end just after delivery. These studies suggest that immaturity
of the nervous system controlling the heart might be identified by monitoring
fetal heart tate during labor.

6. SIDS May be Associated With Obstruction Dud to Vin1141 in the Blood
Supply of Lunn Arse. A pathologist at the University of Tennessee, using

several sethodei.will took for evidence of Ytt,401.4,..4.4.P141_44,4,P4,Y4tLoo.
He will also determine the concentration of oxygen in the blood in the left
aide of the heart (left ventricle) in order to ascertain whether the babies
died primarily from respiratory failure. Individuals with pulmonary death tend
to have low oxygen concentrations in the left Side for many hours after death
while patients who die from other causes have higher oxygen levels in the left
ride.

7. SIDS May Result from inadequate Luna Respopsea. A scientist at the
Hospital for Sick Children in Toronto, Caned. will study the hypothesis that
some infants' lungs cannot respond to stress on their respiratory system and
that this might contribute to the occurrence of SIDS.

I,
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NICHD Information ?two,

The National Institute of Child Health and Human Development is continually
expanding the availability of publications for distribution to the scientific and
lay communities as part of its sudden infant death syndrome information program.
Publications currently in print include:

SUMMARY of POC444tOkii Second IAtitnetiOAdl Conference on Causei of
d

1211--$131EIESLADI2littLigili911111111Alikk1221

Research PlanninA Vorkshoo'on The Sudden Infant Death Svndromq

SIDS Research Planning Workshop: Developmental Aspects of Infection
and Immunology

SIDS Research Plenning_Workshop: NeurophYsioloitical Factors

facto About Sudden Infant Death Syndrome

Publications currently in preparation for distribution in FY 1974 include:

,SIDS: A F lly!Crisig

SIDS: Information for Parente and Rescue Workers

SIDS: mlnaatment of Cases in the United State,

SIDS Research ?tannins Workshop: Cardioresniratory Phenomena

$1DS Research ?tannins: Workshop: behavioral Considerations

SIDS Research ?tannins Workshop; Epidemiology

SIDS Research Planning Workshop: pathology

The NICHD has convened an HEW Interdepartmental Committee on Federal Efforts
in the Sudden Infant Death Syndrome. This group meets quarterly to discuss SIDS
activities of each program and progress being made by each group. The Committee
was established to enhance communication, to keep all involved groups informed of
ongoing Federal activities in SIDS, and to Identify new approaches as warranted.

In addition to NICHD staff, there is representation from NIHOS, NERH, bureau
of Community Health Services, Health Services Administration, and the National
Center for Health Statistics, Health Resources Administration. Plans are under
way to include representation from other related and interested federal progress.

HEALTH RESOURCES ADMINISTRATION

National Center for Health Statistics

The Health Resources Administration (NRA), National Center for Health
Statistics, is also supporting some work in SIDS. As a result of work with the
World Health Organisation, the coding of SIDS deaths has changed beginning with
the 1913 data year. Now alt SIDS deaths will receive the same ICDA (International
Classification of Diseases Adopted), code (795.0), whereas preitiously they had
been coded to four different categories along with non-SIDS deaths.
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In addition, all mention of SIDS will now be coded, even those occurrences
which have specific diseases mentioned along with them. This will'enable more
accurate counts to be made of the number of death certificates which mention SIDS,
thus greatly facilitating research on Sled.

NATIONAL INSTITUTES OF HEALTH

The National institute of Neurological Diseases and Stroke

because of valuable data already, available, the National Inetittite of Neuro-
logical Diseases and Stroke (HINDS) has negotiated a contract related to SIDS
with the University of Penneylvania. The Collaborative Study on Cerebral Palsy,
Mental Retardation and Other Neurological Dissatee of Infancy and Childhood, a
prospective study which has monitored events, conditions and abnormalities of
50,000 women during their pregnancies, included an analysis of an estimated 75 -100
cases of the sudden infant death syndrome. The contracting university wilt assess
the data on the women, their pregnancies, and their offspring Who became victims
of SIDS, and compare then with a set of matched controls.

HEALTH SERVICES ADMINISTRATION

Bureau of Community Health Services, Maternal and Child Health

The principal activities of Maternal and Child Health (MWN) in the sudden
infant death syndrome have been to produce a training film and to conduct a
series of regional conferences for professional and community health workers.

The training film, "One in Three Hundred and Fifty" was produced with a
$30,000 MCR grant made to Dr. Abraham Bergman at Children's Orthopedic Hospital in
Seattle, Washington. This 16m. black and White 25- minute film is a documentary
in which four sets of parents discuss their experiences following a sudden and
unexplained infant death. The purpose is to introduce an awareness of the problem
Of MS and to learn more effective ways to assist families following such a lose.
Four copies of this film will idols be available on a rental basis through the
Foundation for Sudden Infant Death, New York City.

Children's Orthopedic Hospital in Seattle was awarded a second grant of
$9,800 for a series of regional conferences on the sudden infant death syndrome,
to run from July 1, 1972 through June 30, 1974. Eleven conferences are planned
for this period.

The largest group of participants at conferences were nurses emIsloyed in
public health, pediatrics, and emergency services. State and regional consultants
in maternal and child health participated in large number*. Physicians, social
workers, clergymen, lawyers, psychologists, law enforcement officers, coroners
and medical examiners have also attended.

A typical conference includes opening sessions during which participants
learn about the incidence and origins of the syndrome. Discussion by a panel of
parents who have experienced a loss or showing of the movie "One in Three Hundred
and Fifty" precede consideration of the psychological impact of such an event and
its aftermath. The second segment of the program to a discussion of specific
topics with participants in moaner groups. Qualified group leaders and par-
ticipants discuss the impact of a sudden infant death on siblings and relatives,
distinctions between SIDS and child abuse, the process of grief and mourning,
"red tape" following such a death, the need for parental support and counseling,
assistance to parents after the birth of subsequent children, and organization of.

community agencies to provide necessary service' to parents following the loss of
an infant. The conferences generally close with consideration of future research;
education and services that are needed;
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The affect of these conferencesi plus the continued distribution of teaching
materials through the regional NCH program staff to the NCH staffs in State
Departments of Health, HCit Special Projects and institutions of higher learning,
is becoming more evident. in ices instil such is Arisons, NCH formula funds are
being used to suppott statewide services, Hurting consultants in the State De-
partment of Health of Colorado have been providing direct counseling and followup
to parents in remote area.,

In Montana, the state HCH Staff conducted a two-pert SIDS in.service (*larch
end June I913) for public hellIth and hospital nurses, The Kansas State Health
Department nurses had a similar to U'S/ices program for clinical specialists
counseling families in well child conferences, family planning sittings and SCH
project.. At a meeting of Hai nursing consultants and clinical specialist., in
Denver, a raper on SIDS was presented to stimulate interest and encourage parts
cipation in local area programs

tt should also be noted that there to greater inclusion of material on SIDS
in university programs. The syndrome has been presented in "pediatrtc grand
rounds" at the University of Colorado end in Soston. Nutting schools ate finding
more student interest expressed in this syndrome. In addition, SIDS has become a
part of the study of the broader area of death, grief and mourning of parents who
lose an infant or child from any condition,
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shake tett ANtelA

Sickle cell anemia is a hereditary blood'ditaset found preponderantly, but
not WItailsiwO1Y, in black people. it *fillets an estiostad $0,000.60,000
S4arICNNSI Th014, pinions suffer from Otani.) blood deficiency and are subject to
painful, (moonily disabling episodes called tickle cell crisis, the disease pay
41110'refull 10 jaundice, increased susceptibility to Infection*, retarded growth,
and shottened life expectancy.

Sickle cell Wet. occurs only when the child inhoritt from chili parent a
On, fpm producing an ObOcTOO1 WO of htootlf0101.040$Yeth*fA870401 10,1*(4
of ved blood tells. Utultvtettaift0034itiont, such 0 **Ovoid 1400 oxygen
levels or increased bloid ibrof401.0114*01%1-c0104-iit.hit hemoglobin,
may aggregate to form long rode that Wee the 404 blood cello into field
treteent or sickle shapes whifliortht-diset4i'dirlve$ its oast. 'Stchled tells do
not flow readily through the smaller blood vessels and may plug then. Impeding
bloodfldu to various organs and tissues 04 thereby cosine many of the COm
plitations of the dimwit,

An additional WO million Ankricans have sickle cell trait. They catty one
gene for tickle hemoglobin, but also one for 60001 hemoglobtouwhith.prodosiontes
to Choir rid blood cell!, Sickle ctli.trait'tartly reuses health problems, but
carriers can transmit the gene CO their thildt40,'Af two carriers of the trait
marry, the odds are two in four that 0 child born of this worriage will have
sickle cell trait, one in four that the child Will AO, completely normal hero'
globin, end one in tour that the child w111 haVe-etchle call anemia.

There is presently no CM for tickle cell puiati,-'410,440 OppOrtive.
treatment continues to improve and measures to votive* the threat of sickle tell
erlies end other complications of thi disease are being more widely applied. Also
under study are ontisickiine agents which hold promise for 44duCing the
frequency of crisis epieodee and decreasing the attendant tissue dOmage and
eubiequent complications,

the'Retional Sichle'Cell Disuse troscen is a cooperative endeavor involving
1114, the Health Services Administration and other federal and private agencies,
the chief NIH participants are National Heart and Lung Institute, which is
charged with overall coordination of the National Pcogrosi national institute of
Arthritis, Metabolism, and Digestive Disuses; and National Institute a! Central
Medical Science0, the Program *leo cooperate* with Other federal agencies
concerned with various ispecti of the elate cell disease problem, Aocluding the
Department of Defense, the Veterans Administration, and the Department of Labor.

Dblitagions foricoerems iti Sickle Celj Disease .

1971 ' 072 1V3
1974

Malmo.
1915

Estimate

National Institutes of
health:
Nitiooal Heart and
Lung institute $935,000 $10,192,000 $15,120,000 $16,000,000 $16,000,000

National Institute
of Arthritis,
Metabolism and , g,` ",

,

Digeatieve Diseases,' 855,000 964,000 1,120,000 1,116,000 1,154,000
National Institute
of General Medical
Sciences 100.000 100.000 100.000 100.000 100 04Q

Total, National
Institutes of
Health 11890,000 11,256,000 16,540,000 17,216,000 17,254,000
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MAMMAL INSTITUTeS OP NeALTH

National Heart end lung tnititute

. in hie1011 Health Swop to the Congress, President Nixon
identified *icicle cell Anemia as a bieh priority disease target and
celled for increased federal expendituree for rOseatrh etiertee against
thie dieorder.. Subsequently, a Sickle Cell Diseles Advisory Committee
vs* named by the Secrethry of Health t education, end Halters 10 provide
advice and assistance in planning and carrying out this expanded effort.

In May 1972, the National Sickle Cell Anemia Control Act
established a national prograp of restore., training, information,
and community service activities dealing with sickle cell anemia.
Speelficielly, the Act provides for

establishment of screening and counseling progremai

. esteblishmett of information and education progremei

..'grants and contracts for research and development' ctivities
. for diagnerasi treatment, and control of sickle cell

snegie. together With training in these attain ,

k screening, counseling, and treatment in publiC health WONe
fecilitieet and

encouragement of patticiOation to these activities by
voluntary health agencies and other non-federal group,.

National Institutes of Health was designated the lead agency in the
Program, with the Chief of the NIIII Sick14,411 Diteess trench serving
se coordinator. fur* earmarked for the National Program are located in
the ke44 aPPropriatiOn.

.fir0i awards under the Proven were made in July 1972. they provided,
SN Million in support of Sickle Cell Oboe's* Centerio0oreentng and

,
-

education Clinics, and reeet4ch.projecto. Obligetions for grants
and contracts during Pistil Year 1473 have totalled #14..3
Principal element, of the Program are described below.

.

Comprehensive Sickle Coif Disease Center*. live new centers were
established during 192$ and support was continued for ten others
established the previous year. Organised around ongoing sickle
cell'anesie efforts, these centers coordinate research and community:terate
projects.

Research activities include 'studies on 'sickle hemoglobin' the
nature of the sickling phenomenon and the factors add cofactors that
trigger its the role of blood coagulation factors in sickle cell crises
and the clotting complications that often attend them. Also under study
are changes in the red-cell membrane during sickling, the effects of
various agents on the sickling process, and the immunological impairment
that increases susceptibility to infection in persdns with sickle cell
disease.

Community service activities have centered on development and
testing of 1) information and educational materials

about sickle cell
disease for the public, 2) counseling approaches and techniques, and
)) vocational rehabilitation procedures.
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Screening end Elyeetion Mace. Steven nay clinics were established
during 1973, bringing the total supported to 26. These clinics are concerned
with 1) improved methods of distributing information on sickle cell anemia
end sickle cell trait, particularly to populations at efeiti 2) screening and
counseling services; and 3) helping people with sickle cell &neata find and
wee available medical facilities and related services.

soave elo went Projects, The IS
projects support. ur ng encompass a number of research areas,
all concerned with improved methods of preveAtion, diagnosis, treatment, and,
especially, the clinical management of eickle cell.ctioes.

the National Heart and Lung Institute and components of the Health
Service* Administration are engaged in targeted research, field studies,
and genetic screening and counseling'in sickle cell anemia. The Nation's'
Institute of Arthritis, Metabolism, and Digestive Diseases had engaged in
research and research support in sickle cell anemia prior to organisation
of the above special program; and, bumf* of its previous productivity,
thin releatch Is continuing.

An MIAMDD grant-supported researcher, Dr. John R. Murphy of Cu. Western
Reserve University, Cleveland, Ohio, has shown that the sickle cell trait
among black National Football League players (6.7X) differs little from that
Of the general black U.S. population (7.7X) and, thus, is clearly no barrier
to participation and excellence in one of the most rigorous and demanding of
prefessional sports.

This is also an'indication that there is no need for any /elective
exclOsion of such individuals from other, less physically demanding activities)
and supports a recent evaluation by the National Academy of Sciences - National
Research Council of the status, of sickle cell trait carriers in the Armed
Forces. the letter study recommended that there be no limitation on activity
except for pilot. and co- pilots, who may suffer sickle cell crises following
exposure to low oxygen tension in inspired air at high altitudes in nonpreseurIced
planes,

NIAMDD grantee Dr. Michael D. Carrick, of the State University of New York,
. Suffelo, has devised a simple, practical and inexpensive method for detecting
sickle-cell disease and other hemoglobin abnormalities. it utilises dried blood
Opecimens o6 filter-psperouch as that used in mass screening of newborn infante
for phenylketonurie (FRU) in many states and'foreien countries. This convenient
and inexpenilve procedure has now been adapted 'for'elckle cell disease and other
hemoglobinopathiei at a cost of only 3 cents per specimen, and it permits
screening of 250 -500 specimens per day.

During sickle cell crlies, large numbers of sicklid cells Pam the smaller
blood vessels and impede bloodflow to various organs and tissues, especially
the spleen, liver, intestine, and joints. The crises cause severe pain, frequently
disable the victim for several days or more, and may cause permanent damage to
affected tissues. Crises may be precipitated by heavy exertion, infections,
exposure to cold, dehydration, or other rectors that decrease blood oxygen
levels or, increase blood acidity.

A two year clinical trial, recently completed at six participating
ieseitutions,evaluated and compared three promising forms of treatment for
sickle cellcrisis. These were

Infusions of urea in invert sugar solution. Laboratory studies had
shown that urea could dissipate the bonds holding sickle-hemoglobin
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in the rOdshaped aggregations that cause tackling, Some scientists
had Concluded, from limited clinical studio', that urea promoted the
'unelckling" of ted telle during sickle cell crises in patients, thereby
reducing the duration end/or severity of the episode,

: Infusions of alkali (sodium bicarbonate or lactate) to
correct she excess bleed acidity believed to be s
precipitating WO! in sickle cell crises,.

Infusions of disttess or invert sugar in normal saline to
correct dehydretion, another precipitating factor in
sickle cell Crliee,

Utte'performid no batter than did the other, more conventions! treatments
in this trial,,' The eesulte of each treatment were leee than satisfactory. Urea
thus otters no clieltut'Stintcal advantages that offset its drewbsehet the
agent can cause vein irritation, lepecielly in higher concentrations; and large
doses also produce peosiite diutests that upsets fluid and electrolyte balance
units, these are Closely monitored during treatment,

:

..other antisickling agent, twat*, is being studied to ascertain its
mode of action, toxicity, and potential for clinical use, but to notyet
tonaldered ready for lares mcale Clinical trial.,

The therapeutic use of cyanate in sickle cell dleedel 4s under study
by bt, Cootie Stasitoyenopoolee with support from a National Institute of
Cement Medical Stiencee genctitteenter grant.tto pr. erne MetelshY'et-the---
Unlveriity ot raShingtoo, Seeltie' : While ciente hes above Promise in inhibiting
siehltng and prevention of Stehle Cell Wee*, it is known to cause chews In
the ProPOTEE0 of various enzymes 4n mite,:iticluding thole of the broil. Its
lontetm clinical utoimistit therefore cause undesirable, side Often, Working
experimentally with Monkqe, the pact year, Dr. Stametoyannopeulectievieed a
novel system of, extracorporeal cyanste administration and dialysis which is
Stiller in principle but simpler than artificial kidney treatments, Atosentielly,
the blood is shunted outside the body, treated with owlete and returned after
the excess, unreacted cyan-Ito has been removedby dialysis, As a result of such
treatment, the alteratiOn of neit.bloed proteins end prelumably damaging side
effects can be prevented. Aw44inglyi it eppeari that the method eventually
may open the way to Wit treatment of patients with eyanatO and Whip, other
new antisicklins drug,. _ I -

The original ettsetvetiee of eyinats's enti.liteltling properties by
Ors..Anthony Cecelia and James H. Henning was made under the grant from SIGHS
to bre. Stanford Moore and William H. Stein of the itockefeller University,

The NICKS also funds a number of edditidnal itudies on the structure
and function of hemoglobiti and various other bemoglobinopathies which, while
not focused directly on SCA may well contribute new understanding highly
Applicable to its management and control'

Other mission oriented projects are concerned with developing safe,
reliable techniques for the prenatal diagnosis of sickle cell anemia and other
hereditary blood diseases. The study of blood samples drawn from the fetus
or of fetal blood cells from the amniotic fluid is the balls of present
Approaches to the problem. Evaluation of laboratory techniques for sickle cell
disease is also underway in An attempt to find more accurate, lets expensive,
fester and automated means of detecting abnormal hemoglobins in early infancy
and later life.

IliomeAcel Reseerch Protect Crante. Portytvo regular research grants
were awarded during Fiscal Year 19f). These grants supported botb basic and
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applied research into the nature, cause, diagnosis and treatment of sickle all
Anemia. Arta of atudy includes

development of animal models of sickle cell enema,

evaluation of the metabolism of red blood cello'
studies of the structure end permeability of the redcell
megbanes and physical and biochemical, changes that occur
vith sickling end their effects on redall Survival and on
flov characteristics in the smallat blood vessels,

the effects of various bodily substances, drugs, and other
agate on sickle hemoglobin and on the tate of staling of
unaickling of rid Celle.

Infoution anitiguLtstrasawa. The NNLI Sickle Cell Disease
%ranch coordinates the acquisition, development, publication, and distribution
of educational information on sickle cell disease to health professionals end
to the public. The Health Services Administration and other federal and private
agencies are also actively involved to information activities, as are Screening
And Cducatiom Clinics and other.elementi of the National Program.

Islausign. Continuing edutatton programs are being tarried out by a number
of Comprehensive Sickle Cell Disease Centers and by other federal and private
oreanitations.' The Memoglobinopathy Laboratory of the Center for Disease
Control is training ;Arsonnel in techniques for identifying strislecell
hemoglobin and other abnormal variants. ft is oleo providing proficiency testing
arvices for personnel from Centers, Screening and Evaluation Clinics and state
and privet* laboratories,
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OrTICE OP HUMAN DEVELOPMENT

Office. of Child Oevelopeent

ilc-k141.14.11.01

In July l9 9, the Office of Child Development (00) was established
in the Office of the Secretary of HEW to serve as a point of coordination
forlidetal progress for children and their families and to act as a
Datiotial advocate of iervices"for children. On Aprili, 1923, OCO
became S part of a new Office of HumOn Development at HEW which focuses
on troupe of Americana With special beech'.

Hearty 200,000 copies of a cartoon coloring book on sickle cell
anemia have been distributed by the Office of Child Development since
August 1972. Created for the Office of Child Development, the cartoon
story book, Nhereii Herbieln describes the origin, symptomo and treatient
of sickle cell disease. The Office' of Child Development's primary ton.

.-tributio0 to the sickle tell temp,* hes been to crests public amanita.
of the'dteesee through health educetioe. In additiOn, staff members in
Heed Start, O0114 Start, Parent and Child Center', and Child and 00117
gssouro Program inform parents of *idle cell screening available under
the HOdfcsid tidy Periodic Screening, Diagnosis end Treetmert WM)
/program (Title XIS). Testing is conducted when 'appropriate.
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LIAD-SAStO PAINT TOISOWIHO

Obligations

Public Health Servicet
Center for Hisao*

On VA
19/4 1977

44.0.00141 eSktOiti

CoOtrol 4135,000 47046,000 $7,403,000 411,733,000 gy 41,3411000
Health Service.

Adsinietration V V
Onion.; Omen

Development V V V
Total 19,000 7,346,000 7,605,000 11,755,000 2/ 7,341,000.

The potential for lead poisoning exists wherever lead-based paint in
wootIbto to children, especially in deteriorating housing where peeling paint
and paint chip. 4t41 found. There are an estimated 2.5 *alio children in the
gaited kites between the ages of on. sod six year. who ere living in dilapidated
housing with interior turOic4o containing lead paint.

Of the children with elevated blood-lead levels um ray have lead poisoning
and other' way Wear neurological handicaps including pental retardation. Control
of chfIdhood lead poisoolos is based oo tdiatifitstioo and sedlcal follow-up of
children with iterated 61OOd-lold ItUele and the reduction or elimination of
100d-based paint. Weide in their housing onvironnents.

2/ Obligations not identifiable.
1/ Includes $4,500,000 of PT 1973 funds restored in If 1974.
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The environment.) Health Service: Division within the Burtiu of Stets
Service. is continuing the proper to prevent childhood lead poisoning which
vaa-initieted by the former Bureau of Comiunity environment.' Manssesent. Since
late in 71 1921 project OM, have been awarded to communities to screen
children for undui lead absorption ae disclosed by elevated blood lead levels.
The ptieSty putpose of the grant prOgram Is to eyelet communities in preventing
1.40-bseed Writ poisoning through an intensive program of early detection.
These pent. etrengthen community efforts of treatment and begird reduction by
providing a system for identifyine individual children in need of medical care,
and for identifying specific premiss. which suet receive priority hesard
reduction attention. The prevention-oriented outreach effort is particularly
Important since the serious aliquot.e of lead poisoning are Irreversible.

Doing rY 1971, over 173,000 children were screened in 40 project
coimunitiee, Progreso were Initiated late in the year in two additional
communities. Of the 273,000 children tested, approximately 10 percent were
found on initial testing to have blood lead levels exceeding 40 ug per 100
milliliters of whole bloodthe etnerally accepted level suggesting undue lead
abetotptioC Of these, approximately 4,600 required treatment. Approxilately
23,000 dwelling units were inspected as a result of these screening results,
and Mord reduction actions were documented in 9,300 of these. It fa
410ticiPokte4 that I minimum of 300,000 Children will be tested in TY 1974 and
is T1f 1971 thtough these community projects. The Center for Disease Control
will cOntinoe the policy of cooperating With other federal agencies who have
Intetelie Sod_terRpneibilitiwin areas Waited to childhood lead poisoning,
ouches sternal and Child Health programs, the activities of the Department
of Rousing and Vale Development, Children and Touch projects, Mental
BetardatiOn programs, and the /Arty Periodic Screening, Diagnosis and Treatment
prograim under 004iCaid, During Ye 1974 401 1973, emphasis viii be 014404 04
developing the necessary laboratory competente in lead analysis in States and
communitite which have not yet pa this emerging technol6gy to work, this
activity Will be funded from re 1973 funds restored in TY 1974. The lick'
of adequate Ieboritory services is the moat critical roadblock to the
ispleMentation of lood eCreeniog in a variety of existing child health progress.
Grants will be used to develop State level laboratory Capabilities in lead
analyeis,In setting and enforcing standards, and in providing technical
setietanee and monitoring the pertorsaaee of local laboratories. New screening
proedetes, a. they are developed and evpluated, will ha Incorporated into
existing progrems,
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HEALTH SERVICES OttiHISTIATIOR
BUREAU OP CONMUNITY HEALTH SERVICES

Activities Related to Childhood Leed-based Poisoning

The Sa' of Community Health Services is responsible for administer-
ing programs and projects funded under Title V of the Social Security
Act to promote the health of mothers and children. In the srecof child-
hood lead-based paint poisoning, its activities may be eummarised as fol-
lows'

public Education

KOS pioneered public education and Federal activities related to
childhood lead poisoning when it was still a pert of the Children's
bureau. In 1967,1t published Lead Poisoning in Children, which became
instrumental in generating public as well es governmenfa awareness of
the problem. Shortly after its publication, the booklet was reprinted
and distributed by the Lead Industries Association. So far, 113,000
copies have been reprinted by the Lead industries Association. in
addition, BCRS/NCH has distributed free over 20,000 copiei of the pub-
lication to State and local health departments, Crippled Children's
agencies, Children and Youth Projects, Mental Retardation Services,
schools of public health, libraries, Department of Health, Education,
and Welfare regional Offices and other governmental and private *gen-
tles, -Thousands Of these booklets have been told separately by the
Government Printing gfftaa. This booklet is expected to be revised
in the near future.

This initial publication was followed by a number of other public
education materials which produced further Watt on the problem'
"Childhood teed Poisoning - An Eradicable Disease" C t d en, January -
februery 1970, reprinted by TicHS)i'elected Siblioerap y on Lead Poison-
ing in Children" (DREW Publication.No. 72-510, 1971)1 "Watch Out for
Lead-Paint Poisoning" (DREW Publication No. 72-5101, 1972) and its
Spanish version "Molded° La ?incur* de Plow, Envenenal" (NEW Publica-
tion Vo, 72-$106, 1972), "Watch Out for Lead-Paint Poisoning" was
written for the population at risk, end since its publication, approx-
imately 430,000 copies have been distributed' about 100,000 copies of the
Spanish version have been printed for distribution. "Undue Absorption
of Lead Among Children - A New Look At An Old Problem" was published in
the Eew,r9land Journal of ReOicine in March, 1972 and reprinted by MCII
for distribution. This paper stresses the concept of prevention of lead
poisoning through eatly identification of children with evidente of undue
lead absorption before they become poisoned and permanently damaged. The
evade has been particularly well received by the scientific community..
as attested by the large number of requests for reprints. "Preventing
Timed Poisoning in Children" appeared in the Jan. -Feb. "Children Today."
This paper SUlaalaiita0 some recent information about this disease such as
its occurrence outside of the inner cities, and the many sources of
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haterdoos lead exposure other than lead-based paint. This ,spar was
tepttnted by NCH for distribution. Another paper entitled "Vulnerability
of Children to Lead Exposure and Toxicity" was published recently in
two panes in the Medieal Progress Section of the New England Journal
of Medic ne (Dec. 6 and Dec. 13, 19)3). Requests for reprints of this
piper eve been very heavy and include several from foreign countries.

AtpLahPrpjestsChIldtenas

In PY 1971, 62 Children and Youth Projects ware funded through the
euteeu of CommUnity Health SerVites totaling $42,200,000. As of
September 30, 19,1, there were 514,710 registrants in the C6Y Projects.
Among new registrants, 642 were black and other non-Whitte, 36% were
white.

the C4Y Projects provide comprehensive health care for children
of preschool and school age in low-incomm areas, and cover on a con-
tinueue baste, the whole range of medical, dental, and emotional health
needs of the children. Many projects include screening (Or lead
poisoning as pett Of theft health maintenance pregrin, but the com-
prehensive nature of these prOjects makes it impossible to determine
the exact saount of money spent on lead poisoning prevention and con-
trol,

Of 49 projette that responded to a recent survey on the problem
of lead ?atoning, SIX stated that hid poisoning was a public health
problem and 492 stated that it was not Among the 49 ptojecte, 2
routinely tested all children seen by the project, 12 routinely tested
all children under 6 year's of age, 20 tested only children considered
high risk for lead poisoning, and Wreported no testing, 18 projects
reported that a total of 922 children were treated tor lead poisoning
for the 12 -month period ending Seotember 30, 1972.

The f011owing are some activities related to childhood lead
poisoning as reported by the C6Y Projeete1

In the Dietriet of Columbia, the Children and Youth Project at
Children's Hospital participated in the City Lend. Poisoning Committee's
etreening program for a 4-month screening period In 19/2, 4/ percent
of newly screened children were found to have blood lead levels in-
dicative of excessive exposure to lead (40 u3 /I00 ml or more) In June-
July, and 51 percent to have such blood:lead:levels in ligust-September.
The program uncovered a number of children with elevated blood lead
leVeie yho did not live in dilapidated housing and/or did not have a

history of Pica. This suggests that sources other than lead paint may
have contributed to the prOblem of undue lead absorption in these children.
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Many houses within the immediate netrhborhood of the Johns
Hopkins COY Projects were built when lead-based paint was extensively
used for interiors. Prom the outset, the project has made efforts
to determine blood levels of lead in children where there is a sus-
picion that pica may exist. Over the pait year and a half, there have
been intensive efforts to screen children below the age of S who live
in environments with access to leided paint. About 230 children hoe
identified with levels over 40 ug/100 ml. these children are being
followed at regular intervals and their homes are being investigated
for possible sources of leaded paint.

In Chicago, 116,261 children were screened for lead poisoning
over a 3-year period in a cooperative effort with the CO Project,
Chicago guard of Health, the State Health Department, and 0E0. Over '

10,000 children had high lead levels...The brookdsle Hospital COY
Project in Brooklyn, Hew York, has put a great deal of effort into
lead paint poisoning control and has relocated 60 families into public
housing over a 2 -year period...A grant from the Regional Medical Pro-
gram, will permit the screening for lead poisoning of all children
registered for C6Y services in New Hampshire...1n Massachusetts, COY
Project nurses have been giving special emphasis to screening and
counseling activities for lead poisoning control.

Several COY projects in New York City and Baltimore have organ-
ized house-to-house surveys to screen children for lead poisoning,
to alert parents to the hazard, and to locate, homes with deteriorat-
ing lead- painted surface,. The projects not only screen and treat
children but also work with lamilords, community groups, and official
agencies to remove this danger to chitdren...The COY Project at the
University of Louisville has diagnosed and treated 11 cases of lead
poisoning during a 5-year period. Most of these children are from the
inner city area. No deaths have resulted nor is there evidence of
encephslopathy among these childrenwArkansas's COY Project is mapping
out a program to find out whether load poisoning constitutes a hazard
to the project population in Greater tittle Rock. A survey was under-
taken during the summer of 1972 of acutely ill children seeking care
at Arkansas Children's thaspitell 500 children were selected for blood
testing without regard to their symptomatology.

State Maternal and Child Health and Crippled Children's Progrems

Lead poisoning and possible lead poisoning have been made re-
portable diseases in Pennsylvania during the past year. Regulations
for reporting childhood lead poisoning were circulated among hospitals,
physicians, and laboratories. A procedure for lied poisoning examina-
tion in child health conferences has been recommended to the State
health department's regional medical directors...In Ohio, the medical
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director and nursing consultant for the Division of Maternal and Child
Health are working with a committee involving six divisions of the
State health department in completing a plan to prevent, detect, and
treat lead poisoning.

In 1971, the Model Cities Commission gave a grant, to the Dietrict
of Columbia Community Health Services administration to screen children
for lead poteoning. 22,000 children were tested and 251 fauna to have
blood lead levels of 40 ug1100 01 or more. In FY 73, 8,858 children
between 9 months and 6 years were tested throughout

the District of
Columbia. Over 301 had elevated blood lead levels.

A special project in the Lansing, Michigan ;tree is financed. through
MCH funds to screen children for blood lead levels and anemia..,In
Minnesota, guidelines for a, statewide lead poisoning control program
are being developed,. The derailment is now providing analyses of lead
levels in urine and blood samples submitted by practicing physicians.
Positive findings are reported to the MCH Section,'which is responsible
for necessary nursing follow-up...In Texas, screening for lead poisoning
is not being'done routinely, bot the recent incident in tl Paso suggests
a need for Screening, Particularly in areas in which air, soil, or water
is polluted from industries producing lead waste, as well as in areas
of old deterioreted housing...in Oklahoma, the Tulsa City-County Health
Department conducted a pilot study in high-risk populatiOn and detected
three children with borderline elevated blood levels. A proposal has
been submitted to develop a program in the aree..,In New Jersey, new
legialation became effective January 1972 to give the State health de-
partment responsibility for maintaining surveillance over a lead poison-
ing control program.: Laboratory services were provided for individual
patients and community screening programs throughout the State through
the Division of Laboratories. This activity was Administered and funded
by the maternal and child health program, The health department has sent
each newly licensed physicist% publications concerning the diagnosis of
lead poisoning in children and the roles of,the physician and hospital
in controlling lead poisoning. The MCH program gave assistance in
planning, executing, an&evaluating programs for the control of lead
poisoning in Camden, Cape May County, teet Oreille, Elisabeth, Gloucester,
Hoboken, Jersey City, Orange, Passaic, Peterson, Plainfield, Trenton, and
Union.

The Lead Poisoning Control Program in the Connecticut State Health
Department is assigned to the Division of Preventeble Diseases. During
licensing visits to pediatric services in hospitels, nurses try to check
on donated toys to assure their safety. Distribution of literature on
lead poisoning by hospitallpereonntl is encoursEet4
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IlkestO WALE

Under its research grants, SCHS supported a study of micro tests
for childhood lead poisoning at the Johns Hopkins University in FY 421
*wonting to $56,718. The study, also supported partlally by other grants
vas extended and completed in February 1972. Results of the study are
being prepared for publication, The findings should contribute to
achieving accuracy and reliability of the vartaio micro techniques used
for screening lead poisOnint in children now under investigetion or
field trial, and also facilitate monitoring of the many laboratories
that viii be performing such tests in screening programs.

Two research proposals to investigate the effect of lead exposure
during pregnancy on the mother and fetus have been submitted for review.
One proposes to study pregnint women in a lead-mining area, the other -
pregnant women in the ,urban environment where exposure to lead though
greater than in the rural Areas, is generally considered to be rela-
tively "low". Exposure to cadmium and other trace elements will also
be investigated in these Oodles.

.

poneultittla

The pediatric consultant in SCHS, Dr. Jane S. Lin-Fu, devotes
much of her time to the problem of childhood lead poisoning. Her
advice hos been sought not only by State and local health agencies
but also by-cangresatonal committees and members of Congress, the
President's Committee an Mental Retardation, the Environmental Protec-
tion Agency, The American Academy of Pediatrics, as well as DHEM
committees and agencies and a variety of other groups,

She helped develop the PCHR PoSition Statement on the problems
vhith was released recently, She Also served as consultant snd con-
tributor to the National Academy of Science in the preparation of
its exhaustive study entitled "Airborne Lead in Perspective", pub-
lished in 1912.
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ow* or INMAN DiVtLOPM2N1

01140 of Child,DeVeloprant

jam111ii PALA jo isopLing

-------inJult1901,Ehe.Oftke Of Child.Development.,.(00).was
In the Office' 0 the Secretary, HIV, to serve as a point of coordination
for federal programa for children and their families sod to att as a
national advocate of services for children, On April 1, l911,
became e part of ,a newOffice of Human Development at HEW which focuses
on groups of Americans with Special nude.

in localities where leid paint is a begird, children in Head Start
and other 00 demonstration program, such is Moms Start and Parent and
Child Centers,,are Screened for lead poieonin:. _Children who teat
positively are than referred for continued me ital treatment, In .

,arranging for detection and %Mica care, thkoffice of Child Development's
greyly childhood programs are making use of the Medicaid tarly'firiodic
Stromlo', Dioanosie and Treatment (SPOT) Program (Title XIX),

'Tits acne* of Child Development's lead paint fOi$Ohia$ activities
are primarily focused on creating public wariness of the lead paint-
prolate. Piles and pamphlets are used to inform parents of the hiservi
et Pealing paint and-to instruct thew in prevention end control beliturte,
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RUBELLA

9jAjbakopjto jmujiieetioq

center rnf'Died4S07
Controls

Ciento t.

Direct
operations....

Total

AILL 12.77 1221

$16,000,0p0 811,two,000 $10,050,000

j13.000 1,042,040 1,440,00Q

1974
Willett

$10,650,00

1,228,000

11,878,0001/

1975
estteate

$6,200,000

1,262,000

7,462,00016,913,000 18,042,000 11,090,000

A new live virus vaccine was licensed for use in the United States in 1969.
Later that year, project grants were awarded to State and local health agencies
to assist them in Planning, developing, and conducting immunisation programs to
Control and prevent the spread of rubella and reduce the necurrence of mental
retardation, blindneei, and other complications associate& with congenital
rubilla syndrque. Because of the likelihood of a rubella epidemic in 1970 -72,
it was necessary that the new vaccine be administered to es many susceptibles as
quickly as possible. By the end of 1975, approximately 44 million doses of
rubella vaccine had been administered over 34 million doses in public
immuniestion programa alone. No other vaccine has been se widely ufted so soon
after licensurs.

As a result, the rubella epidemic predicted for 1970-72 did not Meterelire.
In tact, reported cnscs of 'rubella declined from 56,552 in 1970 to 27,928 in
1973. It is estimated that the intensive rubella inmunisetiOn program ham, at .0/-

least temporarily, prevented as many as 2.5 million cases of rubella and 20,000=
25,000 cases of contcnilal rubella syndrome. however, the threat of rubella and
its complications is still great since an estimated 6.0 million preschool-age s'
children remain unprotected against this disease.

Includes $4,450,000 of FY 1973 funds restored in FY 1974.
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